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Preface 


This book is about one of the most profound and most commonplace 
experiences in the life of a woman: first pregnancy and confinement. 
Both these aspects explain — perhaps paradoxically - why we know 
so very little about it. Birth, sex and death form the inevitable basis 
of our experience in being alive; they are taken for granted as not 
needing further explanation. Indeed there are many who feel that 
the study of such experiences may be dangerous; they are too close 
to the question of the meaning of our existence, a question which 
only those can face with equanimity who find comfort in the im- 
possibility of understanding through their religious faith. They are 
diminishing in numbers. But when these profound and common- 
place events occur in the life of an individual nothing is taken for 
granted. In the privacy of personal experience every woman preg- 
nant for the first time struggles for meaning, comes to terms with her 
fate or fails to do so, just as her ancestors have done for untold 
generations. 

Dr Breen has here undertaken to trace significant aspects of this 
private experience. This raises questions: can it be done and should 
it be done? 

The answer to the first question every reader will undoubtedly give 
for himself; in my opinion it is yes. The processes of adaptive and 
maladaptive experiences of a first pregnancy are here made explicit 
thanks to Dr Brcen’s special stance in psychological research; special 
in the combination of three elements which much of academic 
psychology regards as incompatible. First, and quite uncontrover- 
sially, she relies on empirical evidence marshalled and analysed with 
as much accuracy as appropriate. Second, she refuses to treat her 
‘subjects’ as ‘objects’. The young women who shared their experi- 
ences with her were not only put into the position of collaborators 


and fully informed of the research purposes but, what is at least of 
ix 
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equal importance, Dr Breen used research instruments designed to 
elicit as data subjective experiences without manipulation. In both 
these respects she was enormously helped by the ideas and methods 
of George Kelly whose great distinction lies in the fact that he found 
ways and means of according the persons he studied both dignity 
and freedom. Third, her approach to psychological research is in- 
formed by the complex image of man which psychoanalysis provides. 
The unending controversy about the place of psychoanalysis in 
psychological research is often conducted by both sides from false 
premises. Psychoanalysis is not a psychological theory in the estab- 
lished sense of the term. It is a conception of man in depth, not just 
as the pawn of circumstances, not just as the victim of his past history 
and its conscious and unconscious residues, but as both plus an ego 
engaged in the business of living with whatever degree of harmony 
between his desires and the real world he can achieve. To do research 
with such an orientation in mind requires more than collection of 
evidence; there must be interpretation. Psychologists can, of course, 
prefer to stay at the surface of overt behaviour describing what 
people do and say in operationalized concepts; and much useful work 
has been done in that manner. But this remains outside a psychology 
concerned with meaning and experience, conflict, intentions and 
purposes. Interpretation in such terms is what sets apart this study 
from a mechanistic, natural science approach to psychology, and not 
the false dichotomy between ‘experimental’ and ‘humanistic’ 
psychology. 

But should private experiences be made the subject of systematic 
study? What are the ethical and intellectual justifications for such an 
enterprise? Academic psychologists who shun research into private 
experiences could claim, but have de ‘facto not done so, that a delicacy 
of feeling prevented them from such: undertakings. Is not the privacy 
of personal experience the last safeguard against overwhelming 
pressures to reinforce us into a wholesale conformity of outlook, 
thought and feeling? I believe that such arguments rest on a mis- 


understanding of how we acquire individuality and the nerve to have 
our own experiences. We become ourselves 


- We bec through encounters with 
others, not in splendid isolation. Experiences and feelings are all too 


easily repressed or thwarted if one makes the assumption that every- 
body else manages to go through life without inner turmoil — or 
ecstasy, for that matter. Awareness of the 


» for th variety of human experi- 
ences in similar circumstances undermines conformity, if for no 
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other reason than because one cannot conform to all of them at once. 
We become individuals in distinction from others, not by imitation. 
If we do not know how others feel and experience, the distinction is 
more difficult to make. If we do know, it is no guarantee, of course, 
for success in our own private world, but it gives us a better chance, 
and this is all we can hope for. 

Dr Breen’s study is not a prescription of how to become a happy 
mother, but it does enlarge our awareness of many aspects of this 
most personal experience. I hope that she and others will continue 
on the way toward a humane and systematic psychology, in all our 


interests. 
Marie Jahoda 


November, 1973 


.». I feel almost as if I were going to die, as if the only thing that 

would make the pattern correct would be to have the woman part kill off 
the child who so resisted being a woman. And, in a sense, it will be a 

death — and a birth, too. The defiant tomboy that was me will be finally 
and irrevocably lost, but someone else will be born, though not so 
apparently as the baby is born. Or at least I hope so. I can’t go on resenting. 
One must learn to change with changing circumstances or it is 

death indeed. Abigail Lewis 


Chapter 1 


Introduction 


L'homme est ce qu il se fait. J.-P. Sartre 


Flux and order are equally necessary to the existence of anything. 
George Santayana 


The life of a healthy individual is characterized by fears, conflicting feelings, 
doubts, frustrations, as much as by the positive features. D. W. Winnicott 


This book is concerned with psychological changes in women 
with the birth of a first child, in other words with the impact on a 
woman of becoming a mother, with all the social and personal mean- 
ing this new state may have for her. It is centred around some re- 
search I conducted a few years ago- 

The roots lie in my desire to study femininity and understand 
myself as a woman, and my fascination with a psychoanalytic type 
of thinking. About the former I would say that, sociologically this is 
part of the increased awareness of women of their situation in our 
society, their realization that they themselves must study femininity 
and reject old male-made models if they are to bear children while at 
the same time fulfill themselves as individuals. 

About the latter I would like to point out my commitment to a 
psychoanalytic type of interpretation of phenomena (in taking the 
word fairly loosely to refer in particular to concern with unconscious 
meaning) though I will at times attack a strictly Freudian analysis. 
These roots have continually fed my curiosity, helping me over the 
tedium which is part of any empirical research. S 

Understanding and new discovery in the human and social sciences 
requires the combination of intuition (one’s own and other people’s) 
and empirical research. Without the former it is difficult to uncover 
new ground; without the latter it is easy to assert anything. Empirical 
research, the testing of specific hypotheses, is essential if we are to 
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tule out certain assumptions and confirm others. It does mean certain 
limitations — for exampleitis only possible or practicable to test certain 
hypotheses at a particular time (historically). 

A number of people have read or heard me talk about my research; 
depending on their background or orientation (psychoanalysts, 
non-psychoanalytically oriented psychologists, non-psychologists, 
mothers, etc.) the findings which are obvious to some people are 
puzzling to other people and vice versa. This is probably because I 
combine different approaches and combine psychoanalytic thinking 
with non psychoanalytic methods. 

No research is value free. The researcher must be aware of and take 
responsibility for the values implicit in his work, since the way he 
works and reports his findings may be one prestigeful factor in- 
volved in the making of society. Every way of tackling a problem 
Presents only one of many possible approaches. This is no reason for 
despair, but a reason to become aware of what is being masked or 
avoided. Are we leaving out the potentially creative and fulfilling 


are the ways in which the values of the researcl 
For example, do we want to emphasize the innate, 
of human nature thereby accepting its static elements, or do we want 
to emphasize the changing, creative, non deterministic aspects of 
ourselves thereby taking responsibility for our actions? 


her are expressed, 
immutable aspects 


Tam interested in the making of a certain kind of society, a society 
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in which people can express and fulfil themselves. I look at people as 
potentially able to ‘grow’. I look at their creative aspects. Fairly 
frequently people come up to me and say: I hear that you are doing 
work on ‘personality and pregnancy’ ~ this is precisely what I am 
not doing! ‘Personality and pregnancy’ suggests to me something 
very static, far removed from the complexity of a lived experience. 
Besides which the actual pregnancy is not the major emphasis of my 
research. I will come back to this later. 

Included in my values is the importance to me of combining 
intuition, introspection, artistic expression with empirical validation 
if we are to come to grips with any real psycho-social problem. A 
constant use of these different areas should keep us aware of the im- 
portance of the problem we are tackling, its implication, its personal 
and social meaning while helping us to grasp the range and variety 


of its expression. f i : 
Finally I put a particular value on being in touch with one’s feel- 


ings. To reduce conflicts and difficult times which are characteristic of 
human existence to ‘neuroticism’ is a serious and dangerous mis- 
understanding. The healthy person is aware of and able to tolerate a 
very wide range of feelings and conflicts. 


The central theme of my research concerns changes ina woman’s 
‘self-concept’ with the birth of her first child. This means the way in 
which a woman modifies her perception of herself in relation to 
other important people in her life. I choose the word self-concept to 
describe not only the more conscious or potentially conscious aspect 
of the self, but also to include elements which may or may not be 
retrievable into consciousness. Many people are important in the 
World of the woman at the time of having a child; I have not studied 
them. The role of the husband? at this time is particularly crucial: his 
feelings about the baby, his relationship with his wife, his changed 
Perception of his wife. The couple’s economic and social situation 
are also influential. My particular focus though has been m ta i 
Perception of herself and others, the meaning she gives to her wor 

(which of course is coloured by these other factors). Meaning takes 
into account herself and the outside world, meaning is where objec- 
tivity and subjectivity intersect. As Giorgi puts it ‘meaning is the 


i i sarily im- 
1 When I refer to ‘husband’ and ‘wife’ I use the terms without necessarily i 


Plying a legal marriage. 
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result of the encounter between man and the world, an encounter 
in which both are essentially involved’ (1970). 

More specifically three important and related perspectives con- 
verge in my research topic: the person, mental health and femininity. 
I shall discuss these separately. These three areas are closely linked 
by my orientation towards a conception of the mature healthy per- 
son as one who is able to develop, to become aware of and integrate 
the positive and negative elements within himself! and take respon- 
sibility for his actions. : 

When I say that my concern is with changes in a woman’s self- 
concept with the birth of her first child, I am taking up a stance 
from the start since this statement implies that changes do occur at 
this time. But more than that, it reflects a general theoretical approach: 
it is more productive when studying the person to emphasize pro- 
cess, change, development, than to concentrate on static, immutable 
features. Linked to this idea of continual change is the idea that there 
is never a return to a previous state; even a regression would always 
be coloured to some extent by the intermediary period. Looking at 
changes occurring with the birth of a first child is therefore consider- 
ing the possibility of describing specific patterns of change at this time. 
At the broadest level therefore I would say that I am here concerned 
with a view of the person as able to change in a positive sense and I 
would like to show that it is possible to measure empirically the 
processes involved in such a change. Such a study is relatively un- 
usual in that it is concerned with positive changes. Psychological 
studies concerned with change are most often concerned with 
negative changes (psychological disturbances, traumatic events and 


so forth.) 


The theoretical framework involved is a psychodynamic one 
(which means it is concerned with 


attributes of the mind) and the links with psychoanalytic theory 
must be spelled out. As Guntrip points out (1971), psychoanalytic 
theory has some contradictory features. ‘Freud was trying to ride 


two horses at once, that of mechanistic theory with his economic and 
topographical points of view, and that of personal theory in his 
dynamic point of view worked out on the basis of psychogenic 
processes in the medium of family relationships’. That is to say that 
on the one hand he described mental phenomena in terms of their 
1 I will stick to the unsatisfacto: 


u Ty convention of using the masculine gender to 
cover both masculine and feminine designation. 


processes as opposed to static 
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location within the psychic apparatus - id, ego, superego (topo- 
graphical) and of the distribution of energy within the psychic 
apparatus (economic), while on the other hand he attempted an 
understanding of a person’s development within the context of his 
family relationships. 

Since psychoanalytic theory has such contradictory features it is 
appropriate to state which aspects have deliberately not been used. 
No attempt is made at causal explanations in terms of instincts or 
psychosexual development. This sort of explanation destroys the 
person as a complex and unique agent. No attempt will be made 
either at causal explanations in terms of childhood events. It may 
not be possible to recapture and do justice to the complexity of the 
past. While research can probably never capture the full richness of 
a personal experience, it is better to approach it through the direct 
study of experience as it is lived than by reducing it to a few historical 
antecedents and a mechanistic model of man. 

Notions of interaction, concomitant events and process will 
gencrally replace notions of causality. My emphasis on development 
and growth is closer to that of the ego psychologists such as Erikson 
than it is to Freud’s view. For Erikson ‘the complexes and conflicts 
ysis in its first breakthrough to human 
nature are recognized as existing; they do threaten to dominate the 
development and accidental crisis of life. But the freshness and 
wholeness of experience and the opportunities week ve a Pa 
crisis can, in an ongoing life, transcend trauma and e a Sa son, 
1968). To always look for causes reduces the individuality of the ex- 
perience and does not do justice to the creative aspect of the present. 

Kelly developed a theory in an attempt to step away from the 


deterministic model which psychology has inherited oni ee physi- 
cal sciences in the cightcenth century. This break enabled him to 


explore such areas as intentionality, meaning and a eas He 
called his theory Personal Construct Theory, emphasizing i he im- 
portance of the way each person construes the et e a 
extent Kelly starts where psychoanalytic sa stops. : elly be = 
that we are responsible for our constructions. onstructs are impose 
upon events, not abstracted from them. A pron oe are 
psychologically channelized by the ways in y hich i RTEA 
events’ (1955). What is important is how the pet a mi i 
events; the ordinary man, he says, is a scientist — a : e is 
hypotheses and makes predictions about events, and modifies them 


unearthed by psychoanal 
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when they turn out to be false. I would add that the scientist and the 
ordinary man can be extraordinarily recalcitrant to discard hypo- 
theses which have proved false — this is what accounts for prejudices 
and stereotypes (‘women are hysterical’) and for neurotic conflicts 
(‘masculinity and unemotionality go together; I am a man and I 
must choose between being masculine and unemotional or not 
masculine and emotional’). For some people, no amount of disproving 
will change their belief that women are hysterical or that masculinity 
precludes feelings. Kelly rejects explanations in terms of childhood 
events and past circumstances. He looks at how a person anticipates 
events not why he anticipates them in such a way. The psychogencetic 
part of psychoanalytic theory, and personal construct theory there- 
fore focus on two different questions, why and how. In this book I 
will be concerned with Kellian notions and problems: the person as 
actor, as involved in a continual process of reappraisal and change, of 
reorganization and adaptation. This interest dictated my use of the 
method Kelly developed (Repertory Grid Technique) and which I 
will describe later. I do not feel it necessary however, as Kelly did, 
thereby to reject psychoanalytic notions; the two approaches are 
complementary and compatible. 

Important concepts which pertain to the study of the person-as- 
changing and which are useful to consider in the c 
nancy and the birth of a child are those of ‘crisis’ an 
stage’. With the birth of her first child, the woman is confronted 
with an objective, important and irreversible event. In this sense my 
research relates to studies of crisis situations if we retain from ‘crisis’ 
the connotations of urgency and irrevocability. Even more appro- 
priate though than crisis in the context of pregnancy and birth is 
the notion of developmental stage. This notion is used by such 
different authors as Erikson and Piaget and implies the ideas of pro- 
gtession and total structure. Human 


growth is seen ‘from the point 
of view of the conflicts, inner and ou 


iter, which the vital personality 
weathers, re-emerging from each cri 


y > isis with an increased sense of 
inner unity, with an increase in good judgement, and an increase in 
the capacity “to do well” according to (the person’s) own standards 
and the standards of those who are significant to him’ (Erikson, 1968). 
There 1S a continual interchange between the individual and his en- 
vironment or, to use Piaget’s terminology, a continual process of 
assimilation’ ( 


i that 1s to say an incorporation of the outside world 
into the person’s own activity — as when the child uses a stick to rep- 


‘ontext of preg- 
d ‘developmental 
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resent the horse he gallops off on) and ‘accommodation’ (a regulation 
in function of the outside world — as when the child imitates some- 
body else) which results in an ever increasing adaptation of the in- 
dividual. New events must be integrated in the light of the present. 
This process of adaptation is similar to the one occurring at a bio- 
logical level when, for example, the organism absorbs substances and 
transforms them in relation to its present state. Such a process of 
adaptation both at a biological level and at a psychological one, is 
indispensable to life itself. Developmental stages, that is, passages 
from one level or form of organization to another, have been de- 
scribed in childhood and are inherently related to biological matura- 
tion — for instance the capacity to symbolize (in particular the advent 
of language) if we think of Piaget, or the upsurge of instinctual urges 
at puberty if we think of Erikson. The birth of a first child seems to 
be such a biosocial event, requiring cognitive, emotional and social 
reappraisal and restructuring encompassing both external events and 
internal ones which have been mobilized. It seems justified to look 
upon it as a turning point, possibly leading to a new developmental 
Stage. 

It is necessary to point out th 
child can provide the- setting 


another in a woman, such a notion a Obed 
different from the way it is used by Piaget or by Erikson when he talks 


about puberty. Indeed, except in a small number of cases where there 
is a serious biological or psychological disturbance, every person goes 
through, for example, the acquisition of. language or pubertal changes. 
On the other hand not every woman has a child, cither for reasons of 
personal choice, or because she does not get involved in a relationship, 
or for reasons of sterility. It would be a grave error automatically to 
term such a woman abnormal or immature. Conversely it would be 
wrong to say that every woman who bears a child goes through a 


stage of development. 
Wrist lam mally trying to stress when I talk about developmental 


stage is on the one hand its link with other bio-social events and one 
other the fact that such an event can be used by a woman towards a 


iti ing of herself, a reappraisal of 
Positive change, a greater understanding 0 x l 
relationships. he events in the life of a person ae equally im- 
Portant in promoting positive change (marriage, deaths, ee 
religion, new Weltanshauung); the difference with the birth of a first 


child is the biological aspect. 


at if, as I suggest, the birth of a first 
for the passage from one stage to 
of developmental stage is slightly 
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However, a disadvantage of the term developmental stage is that 
it becomes too easily oversimplified and turned into the idea that all 
women with children are ‘more developed’ or ‘mature’ than women 
without children. Maybe the idea of ‘growth’ is a better and safer one 
to describe the positive changes which might occur with the birth 
of a first child; it does not imply an immutable fixed stage which 
some women only can reach. ‘Growth’ is relative for each person, 
can imply different things and can only be understood in the context 
of each personal experience — rather than as an immutable and uni- 
versal blueprint. The only thing which is sacrificed with the use of 
this term is the idea of an important event and turning point promot- 
ing a rapid and extensive change. 


These considerations lead on to the second perspective of my re- 
search, the area of mental health. My concern is with a notion of 
‘positive mental health’ — that is, of mental health as more than just 
the absence of disease (Jahoda, 1958). ‘To oversimplify the matter 
somewhat, it is as if Freud supplied us the sick half of psychology 
and we must fill it out with the healthy half’ (Maslow, 1969). My 
own work attempts to capture the processes involved in a healthy 
adjustment to the birth of a first child. The criteria of maladjustment 
which I have used are strict in order to delimit a ‘very healthy 
group’. One of the aims of my research is to try and show that pro- 
cess rather than homeostatics characterizes these women, in other 
words that something more than an absence of symptoms takes 
place. Here again we face a difficult and tricky word: adjust- 
ment. Adjustment often refers to adjustment to the particular social 
situation at the expense of the person’s potential. This is how it is 
attacked for example on the cover of a recent publication, The 
Radical Therapist which reads: ‘therapy means change not adjust- 
ment’. I agree entirely with this. Similarly I am concerned with 
change in the present research. When I talk about women who are 
well adjusted to the birth of their child, I am referring to a total 
situation where the woman is at peace with herself-in-the-environ- 
ment. This does not automatically imply either that she must con- 
form to the environment or that she must give up her individual 
creativity or that she must fight her social environment. In some cases 


it is true, the woman who is at peace with herself does conform with 
the environment either because her needs coincide with the social 
role she is required to play 


or because this is, at this time in her life, 
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the only way she knows how to be at peace with herself (i.c. because 
the social role is so internalized that she cannot step back from it and 
fight it). I will use ‘well adjusted’ in the first instance to include both 
real fulfilment (which is true health) and a pseudo-adjustment in the 
sense of satisfaction with conformity. Personal and social are so in- 
timately linked that it is probably never possible to fully distinguish 
the two. I will attempt some distinction later. i 

I would like to stress that, just as growth can mean different things 
in each person’s case, it differs in terms of timing and speed. Whereas 
one woman may experience most difficulties just after the birth of 
her child, another may not resolve her conflicts for many months. I 
cannot emphasize this enough since, it might be thought that once 
healthy always healthy’ or “once unhealthy always unhealthy’. This 
is definitely not my view; I think on the contrary that people go 
through periods of greater or lesser conflicts and periods of better 
or worse ability to cope with conflict. A number of SS í have 
mentioned to medical people that I was doing research on changes in 
women with the birth of a first child; they immediately raise their 
shoulders in despair and say: ‘oh! the “postpartum blues” you mean — 
it’s about time we knew what it’s all about’. This to me typifies the 
difficulty people have in accepting the total person Y his or her 
moods and mood swings, obviously greater in a new anı cuen 
situation without needing to classify it and look upon it as F illness. 
In fact, in some cases, being able to experience, eee a es 
conflict may lead to a greater ability to cope rather ne ive 
these conflicts, As Reva Rubin (1967) points out, 1t ee! c penne 
for a certain amount of ‘grief work’ for the former S ‘to take p 
during pregnancy if the new state is to be enjoyed. This a t ai 
awareness and expression of conflict and E tie po 
Scnerally a sign of psychological health has E i 4 eet ee 
ent authors (Janis, 1968; Winnicott, 19718). ble to have a realistic 
view of the person I presented earlier as able £ himself and the 
appraisal of and integrate the different aspects 0 


environment. 


Finally, the third perspective of this book relates to io ee a 
of femininity. Within the last few decades, tra s sy Be 
femininity have been repeatedly questioned. Ant ste este 
made us particularly wary of what were a con i bee 
herent attributes of femininity. Social psychologists 
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the extent to which stereotypes influence differential behaviour of 
mothers towards their male and female children. 

The attack against traditional concepts of femininity is aimed not 
just at popular myths and images but also, with justification, at 
psychological theories. Freud, in particular, not only described feel- 
ings of inferiority in women for not possessing a penis but also im- 
plicitly implied their inferiority by not describing any positive ex- 
perience they might possess instead. This is epitomized in his reducing 
the pleasure of having a baby to that of a symbolic penis. In this sense, 
woman is the same as man but minus something. The boy’s develop- 
ment is the prototype of male and female development and no 
attention is given to the girl’s specific experience. Difference in a 
positive sense receives no consideration. Stern (1966) pointed out that 
‘the desire to receive, to hold and to nourish is as primary and 
irreducible as the phallic one’, which is not to say that woman is 
purely receptivity. As Erikson put it, ‘the existence of a productive 
inner bodily space safely set in the centre of female form and carriage 
has, I would think, greater actuality than has the missing external 
organ’. Many feminists decry this idea of ‘inner space’ 
I think it can be chauvinist: firstly in the way it is present 
by men and in an idealized wa 


as chauvinist; 
ed- generally 
y which smells suspiciously of the 
chivalry covering up the denigration (the well known phenomenon 
of falling over backwards); secondly in the assumptions sometimes 
expressed — put in a blunt non-disguised fashion by Dr Horatio 
Storer in 1871 ‘woman was what she is in health, in character, in her 
charms, alike of body mind and soul because of her womb alone’!; 
finally in the implications sometimes derived — women are made to 
have children, women should have children, women should devote 
their life to having children, women who do not are not real women. 
None of these implications is necessary. I think it is important to 


consider the meani: g of this inner space to women. I will come back 
to this later. 


Another cultural m 
that of female passivi 
masturbation a certai 
now has the u 
accomplished 
pulses. You c 


yth which Freud has helped to strengthen is 
ty. “Along with the abandonment of clitorical 
in amount of activity is renounced. Passivity 
pper hand, and the girl’s turning to her father is 
principally with the help of passive instinctual im- 
an see that a wave of development like this, which 
1 Quoted by Ben Barker-Benfield ( 


y 1972), “The spermatic economy: a nineteenth 
century view of sexuality’, Femi 


nist Studies, Vol. I. 
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clears the phallic activity out of the way, smoothes the ground for 
femininity’ (1933). So entrenched in occidental thinking is this notion, 
that it has even been adopted by many women psychologists. Esther 
Harding, a Jungian analyst, writes about woman’s ‘fundamental in- 
stincts of modesty, passivity and reserve . . . it is the woman’s nature 
to hold herself in the background, to maintain a passive attitude and, 
psychologically speaking, to veil herself and her reactions and to 
seek her goal only by a devious and largely unconscious route’ (1933). 

A recent study of para-natal emotional adjustment (1970) illus- 
trates the extent to which traditional ideas of femininity still dictate 
interpretations of the data. As part of a large investigation Nilsson 
administered a Masculinity-Femininity scale to 165 pregnant women. 
This scale consisted of ten adjectives expected to indicate ‘masculinity’ 
(eg. strong, self-confident) and ten adjectives expected to indicate 
femininity’ (e.g. gentle, emotional, dependent). Each woman chose 
the five adjectives that best described herself and the five adjectives 
that least described herself. The author admits that this scale has been 


a weak capacity for differentiating between 


shown to possess only i 
level of education but feels 


men and women with a relatively high l 
that ‘nevertheless, it should be possible to regard the women’s 
choices of “masculine” and “feminine” traits in the test as expressing 


Personality characteristics that are of importance in adjustment to 
childbirth’. He found that women who assessed themselves as more 
Í ymptoms during preg- 


“masculine” than others reported psychiatric s ms í 
nancy to a lesser extent. They also reported psychiatric symptoms 

uring puberty to a lesser extent than others, fewer neurotic symp- 
toms and also reported dysmenorrhea (painful menstruation) less 
often. These women more often said at the interview that they re- 
sembled their fathers and less often stated that the husband was the 


Ominant partner. Motherhood was less often their primary aim. 
_Femininity test he used and 


Rather than question the Masculinity 
Wonder if the women who see themselves as most gentle, emotional, 
dependent and so on rather than strong, self-confident and so forth, 
ate more feminine in more than just a purely cultural, possibly 
dysfunctional way, the author suggests that the ‘masculine ea 
More often wishes to appear ‘healthy’ and therefore more often 

enics neurotic symptoms, dysmenorrhea and iy ewe 
uring puberty and pregnancy- The assumption being, of course, 
hat the women who are strong and self-confident are more mascu- 


ine and therefore less healthy- 
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However, the rebellion against the ‘feminine mystique’ and this 
equation of femininity with passivity, masochism and inferiority has 
often led to the confusion of equality with sameness. Simone de 
Beauvoir (1949) asserts that the notion of femininity is an invention 
by men to serve their interests and that there is no feminine nature: 
“On ne nait pas femme, on le devient’.1 In her eagerness to destroy 
the myth of female inferiority, Simone de Beauvoir has rejected the 
possibility of any positive differences in female and male modes of 
experiencing. Woman is not purely biology, she tells us, and there- 
fore it is possible for her to go beyond this and be equal to man in a 
man’s world. The fallacy in her thinking lies in seeing man’s modes 
of experiencing and behaving and his biology as superior and thus 
having to deny the importance of this difference in order to proclaim 
equality. This fallacy is similar to that pointed out by Lévi-Strauss 
in the study of cultures: there are inferior cultures only if we apply 
notions of inferiority and superiority developed in our society. In- 
deed, woman is not purely biology; yet it seems to me that the only 
possible starting point if we are to understand femininity is at the 
biological level. Femininity is the ‘nature of the female sex’; the female 
sex is the one ‘that bears young or produces eggs’ (Webster's Dic- 
tionary). We must start by looking at this childbearing aspect if we are 
to define femininity. Some of the confusion which has led a large 
number of feminists to reject the biological level arises from the wide- 
spread assumption that any behaviour or attitude must be male or 
female. It seems on the contrary that it may be possible to define large 
areas where femininity and masculinity are not applicable. More than 
this even it seems to me that we might find many attitudes and be- 
haviour where both masculinity and femininity are applicable if these 
attitudes are required both to beget and to bear young. In this sense we 
could consider two separate dimensions, that of femininity and that of 
masculinity rather than masculinity and femininity being at opposite 
poles of one dimension. This book is only concerned with the femin- 
inity dimension and the basic postulate is that femininity refers to 
those qualities which make for a good adjustment to the biological 


female reproductive role, Further research would be needed to de- 


limit the areas to which the terms femininity and masculinity can 
apply. It may be that the terms are applicable to a number of other 
areas. For instance, there may be specifically masculine and feminine 


ways of experiencing time and space, relating to male and female 
1 One is not born woman, one becomes it. 
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biology and physiology. The reason why feminists are often reluc- 
tant to admit or explore such a possibility seems to me related to 
three things: the inferior status which has generally been ascribed to 
what is feminine, the quasi-moral value of ascribing to female atti- 
tudes and behaviour if one is a woman, the danger that a biological 
approach can be used in a repressive and reactionary way when learn- 
ing and personal choice and freedom are disregarded. Understanding 
biological make-up is too often equated with having to conform to 
such a make-up: in this specific case it might lead to assertions such 
as that a woman’s primary aim should be motherhood. 

My research is an attempt to understand femininity in its biological 


context, to understand which are the qualities required for a woman 


to bear a child, and to put to the test some psychoanalytic ideas con- 
has been done along these 


oe motherhood. Very little work 
ines. In a recent book, Kline (1972) reviews the research which has 


been carried out to test different aspects of Freudian theory. In the 
index of this four-hundred-page book, only two references are given 
under the heading ‘femininity’. They refer to two studies carried out 
by Hall on dreams. Hall relates the dream of being attacked, more 
Tequent in women, as representing being castrated and femininity is 
linked to the passivity of the dreamer being attacked. Kline suggests 
that ‘the links between femininity and the dream content are not 
obvious but rather a tribute to the skill of Hall in seeing relationships 


4 ‘ 
nd educing correlates’. 


These three perspectives I have just outlined — a conception of he 
Person as able to change and develop throughout life, a conception o 


ey healthy individual as one who is able to mature through the 
elements within himself 


Mtegration of positive as well as negative S 
and able to be at peace with himself- ironment, a conception 
= femininity as those characteristics which are specifically ea 
P7 à healthy adjustment to childbearing - converge 7 the study o 
the birth of a first child as a process of growth. 


+++ Oh, the black rage that comes over me sometimes, especially at 
night. The nerve of this creature, the impudence! Placidly leaching food 
from my body without even an invitation. Who invited it to this feast? 
Don't they know when they're not wanted? Surely the rush of 
adrenalin through my blood must be transmitted to it, too; if there were 
only enough, might it not kill it? The only possible way in which anger 
might kill... 

- «+ Responsibility begins even before birth; 


I may not destroy or 
humble my body by neglect because now it is someone else’s body too... « 
Abigail Lewis 


Chapter 2 
Points of view 


K when our baby stirs and struggles to be born 
: compels humility; what we began 
Is now its own. Anne Riddler 


a pee there are no such things as pure facts. All facts are 

ae ‘Aine a universal context by the activity of our consciousness, and 

pe y s always interpreted. facts. This does not mean that we cannot 

aie las he reality of the world; it simply means that we merely grasp 
aspects depending on the point of view we adopt. A. Giorgi, 1970 


r as one who is just as expectant 


Let us describe the expectant mothe 
F. W. Goodrich, 1961 


in Rap 
her cerebrum as she is in her uterus. 


all i 
Pea nes to test a specific hypot 
ample sie difficulty. They are generally lar 
oc etlow (r955) was interested in t 
Ta g around the birth of a child. His invesagf 

Y-seven women admitted consecutively to hospital for psychoses 


c ; 
i apr childbirth. A control group consisted of fifty healthy 
include Taas birth during the same period. Another control series 
hospital £ ifty women of comparable age admitted to the same 
ei tel or psychosis not related to childbearing. Patients as well as 
to suc] atives were interviewed. The information collected referred 
cn eas things as psychiatric problems in other family members 
neurotic traits in childhood of ail biting, night 


arent (eg. n 
erro p : 
Ts, stammering). Tetlow concluded from his study that 
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personality predisposition (in terms of family history of pea 
neurosis or minor neurotic symptoms, and in terms of persona 
history of psychosis, neurosis or abnormality of personality) exists 
in both psychosis related to childbirth and psychosis not related to 
childbearing. However, it may be that the personality problem in 
the women who develop a psychosis around childbearing ‘lies in the 
reproductive function, particularly where this has related to the 
setting up ofa home and the rearing of children in the normal fashion : 
In support of this he gives the fact that there were twelve illicit 
(unmarried women or births resulting from an extra-marital re- 
lationship) pregnancies in the group of women who suffered from 
psychosis around childbearing, as opposed to one in each of the other 
two groups. 

A smaller proportion of studies are psychoanalytic studies. These 
are based on a limited number of cases and are concerned with child- 
bearing as an aspect of female sexuality. Therese Benedek has been 
interested in all aspects of the psychology of women, and in par- 
ticular the psychology of pregnancy, through her experience as a 
psychoanalyst. She describes the different feeling states during preg- 
nancy accompanying the hormonal changes and the psychological 
difficulties which may interfere with a healthy adjustment. 

Aside from these medical and psychoanalytic studies, there are a 
number of more specifically psychological studies employing a 
stricter methodology and concerned with personality variables. They 
are difficult to compare with each other in view of the important 
methodological differences, such as the choice of subjects (with 


respect to parity, social class, marital status), time of interview, 
choice of methods of investigation. Sometimes the procedures are 


dubious. One study, for instance (Blau et al., 1963), on mothers of 
premature babies, interviewed wo 
birth of the child. Interviews and 
with women w 


Points of view 19 


hostile to the foetus. She is more apprehensive towards labour and 
delivery. 

To infer prenatal attitudes from an interview postpartum! seems 
rather hazardous. Attitudes have been shown to change significantly 
after delivery (Zemlick and Watson, 1953). In this particular case it 
seems most likely that the prematurity would have had a profound 
effect on the woman’s feelings about herself, the pregnancy and the 
child. 

A retrospective study, that is a study which infers a pre-event state 
from the state after the event, is always hazardous. When the event 
is as influential a one as childbirth, then it seems useless. Even the 
so-called stable IQ has been shown by Davids and DeVault (1961) 
to change after the birth of a child. Women who had recently ex- 
perienced difficult deliveries or given birth to abnormal children 
had significantly lower IQ performances than did women who had 
undergone a normal childbirth (though both groups had similar 
IQs during pregnancy) - which is, by the way, a nice example of 
how emotional factors influence intellectual performance. : 

Methods of investigation range from interviews and question- 
naires (including specially constructed scales) to personality and pro- 
jective tests (tests which look at a person’s personal interpretation or 
elaboration of an ambiguous picture, sentence, ink blot, ae 
Obviously the findings are dependent on the methods oe 2 t < 
choice of methods is dependent on the researcher s approach, which 
in turn reflects values. Therefore in reviewing the literature, the 
distinction between medical, psychiatric, psychoanalytic and psycho- 
logical studies will be subordinated to the particular stance aie by 
the investigators. I find it useful and important to distinguish two 
sorts of studies: those which look at pregnancy and the birth of a 
first child as a hurdle to be overcome, with health oag seen as a 
return to a prepregnancy state, and ia which, 1 : ae 
look at pregnancy and the birth of a chi SE ee it i 
specifically feminine elements are experienced and integral 


personality. 


I will start by using this distinction between ‘hurdle’ and ‘develop- 


ment’, For the sake of clarity I will then consider specific — 
ances although the studies involved would ane Py tbar explicit or 
more often implicit orientation, fall into one of the two anpi 
mentioned above. Most of them in fact belong to the hurdle 


1 Postpartum: after the birth of the baby. 
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Orientation and view health in a static way and as simply the absence 
of symptoms. This separate section on disturbances will enable a 
clearer understanding of my own methods described later on. 


Hurdle versus development 
(a) PREGNANCY AS HURDLE 


Many studies view pregnancy as a hurdle to be overcome. Pregnancy 
is said to be accompanied by transient changes which can lead to dis- 
organization and pathological reactions in ‘weak and neurotic per- 
sonalities’. As the other side of the coin, a normal, healthy outcome 
consists of a return to the previous (prepregnancy) equilibrium. In 
this sort of approach pregnancy is implicitly thought of as some sort 
of illness inflicted on the woman, from which she may or may not 
recover. Not only is pregnancy some sort of illness but moreover 
would belong to what Lomas (1973) has called ‘mechanical’ ill- 
nesses. “Traditional medicine’, he writes, ‘restricts the concept of 
illness to those forms of it which seize upon the person and impose 
their own pattern upon his life (I shall term these “mechanical” as 


childbirth and mothering as a total 
bout the prevalence of the ‘hurdle’ 


An example of the ‘hurdle’ approach is a 
study done by Chapple and Furneaux (1964). They administered a 
personality questionnaire (Maudsley 


pregnancy progresses, the 
neurotic, and the more ex 
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both groups returned to previous scores after the birth. The authors 
give as an explanation the notion that pregnancy acts as a ‘non- 
specific stress’ to which the response varies according to the initial 
personality of the patient. This is indeed the notion of a temporary 
non-meaningful disruption. 

Using a different neuroticism questionnaire (Cattell Neuroticism 
Scale Questionnaire), Jarrahi-Zadek et al. (1969) found that of the 
eighty-six pregnant women they tested 20% had scores symptom- 
atic of psychiatric disturbance during pregnancy (last trimester) and 
15% had such scores on the third day after the birth. This was only 
the case for 4% of the women in a non-pregnant control group. 
Kear-Colwell (1965) found that 3 3% of the one hundred women 
they tested on the Neuroticism Scale Questionnaire had scores in- 
dicative of disturbance in the first week postpartum as opposed to 
4% of non-pregnant women. The increased level of neuroticism was 
not related to age, social class, type of delivery, length of labour. 
The author concludes that ‘the increased level of neuroticism is a 
general feature of childbirth rather than a feature governed by par- 
ticular aspects of the experience’. A number of other authors have 
described increased scores indicative of neuroticism in pregnant 
women (Hook and Marks, 1962; Treadway et al., 1960), 

These studics confirm the notion of emotional upheaval but I 
uestion talking about ‘increased neuroticism’ when 
considering a situation of normal upheaval (I will come back to this 
question in a later section). These studies are not very far-reaching or 
illuminating in their findings and this, I would suggest, is mainly 
due to the fact that they use standard questionnaires (constructed to 
discriminate psychiatric patients from non-patients) and rely on 
group means. It is of interest that Jarrahi-Zadek (1969) found a 
greater spread in scores, in the above-quoted study, for the pregnant 
group than the non-pregnant group but he does not go on to find 
Sut more about those women who obtained higher scores versus 
those who obtained lower scores. . s l 

Some authors attempted to differentiate women in terms of their 
adjustment in order to find correlates to pore ESAS Using 
personality questionnaires (MMPI, MPI) wa oun ‘seen women 
in the abnormal group (defined in terms of prenatal or postnatal 
difficulties) tended to obtain abnormal scores during pregnancy 
(McDonald, 1968; Ringrose, 1961; Coppen, nae or postpartum 
(Pitt, 1968). This does not tell us much more than the fact that women 


2 §.C.E.R.T., West wick 


would strongly q 
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who present with difficulties appear more disturbed on a questionnaire. 

Other authors have attempted to relate complications in preg- 
nancy to psychiatric history and to stressful events. Seager (1960), 
for instance, found that women suffering from emotional illness in 
the puerperium! showed a higher incidence of previous psychiatric 
illness, morbid family history and predisposing personality traits 
(assessed by the patient’s and relatives’ descriptions). Mothers of 
premature babies, according to Gunter (1963) present significantly 
more psychosomatic and neuropsychiatric symptoms and recall more 
stress situations (stress situations refer to such things as death within 
the immediate family, desertion by husband or a parent, economic 
need, physical disabilities, ctc.). Since here again the mothers were 
studied after the birth of their child, one wonders if most of the 
difference is not accounted for by the women’s reaction to having a 
premature child. For example as Gunter says, ‘it would seem probable 
that, if a subject felt adequate to deal with the problems in her life 
situation, she might not define (economic needs) as problems to 
the investigator, but if she felt inadequate to solve a particular prob- 
lem, she might refer to it frequently in the life history and pregnancy 
charts’ (most of the subjects were derived from the lower-income 
group). I would conclude from this that the stresses recalled are in- 


timately linked to the experience of having given birth to a premature 


child rather than conclude something about the ‘psychopathology 
and stress in the life ex 


perience of mothers of premature infants’, 
which is the title of Gunter’s paper. 

Anxiety is the most general concept that has been used to describe 
the psychological condition of women with obstetric complications. 
Davids and DeVault (1962) administered the Manifest Anxiety Scale 
(MAS) which is a truc—false questionnaire referring to physical and 
emotional feelings commonly believed to be indicative of manifest 
anxiety, to a group of women, during pregnancy and in the post- 
partum period. They found that the women who were later to have 
abnormal delivery-room records (labour and delivery but also such 
complications as ‘cord around the neck’ or ‘congenital hip disloca- 
tion’) had higher manifest anxiety scores during pregnancy than the 
women who later had normal delivery-room records. There was no 
difference in anxicty following delivery. Similar results were obtained 
by McDonald (1968) who compared women who experienced nor- 
mal pregnancies, labours and deliveries with women who underwent 
1 Puerperium: six weeks after childbirth. 
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a heterogencous variety of clinical complications (such as third 
trimester bleeding or prolonged labour). The latter had higher scores 
than the former on the Manifest Anxiety Scale as well as on another 
anxiety scale (IPAT). Brown (1964) also used the Manifest Anxiety 
Scale during pregnancy but he did not find that the level of expressed 
anxiety related to the length of labour though it did relate to bodily 
symptoms during pregnancy. The length of labour is a narrower 
criterion than the ones chosen by the two previously quoted authors 
which may account for the discrepancy in results. 

A number of authors introduce the idea of suppression or repres- 
sion of emotions. Cramond (1954), for example, found no relation 
between uterine dysfunction (difficult delivery) and anxiety assessed 
postpartum but felt that the dysfunctional group tended to suppress 
or repress emotions. By the way, here again we have an example of 
an investigation conducted after the event (difficult labour) which 
cannot but influence results. Cramond infers suppression or repression 
of emotions in the dysfunctional group from their greater tendency 
to suffer from peptic ulcers or symptoms suggesting this condition 
coupled with little overt anxiety and a pleasant cooperative manner 
concealing a reserved attitude. This tendency to inhibit the expression 
of fears in women suffering from prolonged labour has been de- 
scribed by several other authors (Jeffcoate, 1955; Scott and Thomp- 
son, 1956; Watson, 1959). Zemilick and Watson (1953) found that 
although anxiety (measured by a projective test) did not relate to 
time in labour, it did relate to adjustment in labour and delivery 
based on the obstetrician and the senior author’s observations. This 
relationship they felt refers to ‘a phenomenon observed by ‘many 
clinicians, that anxiety produces tension in pregnancy and this ten- 
sion carries over into the delivery room - Like in so many of these 
studies the sample is very small (15 women). Also the measure of 
anxiety is a different one (a projective test rather than a questionnaire). 
These differences make comparisons very difficult. ~ 

A problem highlighted by these studies is the problem of distin- 
guishing between someone who is not anxious, mages who re- 
presses his anxiety (which means that unconsciously he is anxious), 
and someone who consciously withholds fears from the interviewer. 


Even if we accept the notion of unconscious anxiety, we cannot call 
ime it is convenient. The use of ques- 


upon this explanation every tm mient, 
tionnaires makes particularly difficult the distinction between con- 
c the use of standard 


SCİ cas 
scious and unconscious response. In any 
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questionnaires seems rather dubious when specific problems related 
to a ‘normal’ event such as pregnancy are being considered. Kogan 
et al. (1968) pointed out that personality questionnaires are insensitive 
to subtle changes in specific groups because the scales were not con- 
structed on these specific groups. In his study of personality changes 
in unwed mothers following parturition, using the Interpersonal 
Check List (where the person is asked to check the descriptive terms 
which apply to him or her and various other people), Kogan did not 
find any significant changes when the standard scales were analysed. 
However when the scale structure was abandoned and items were 
regrouped by factor analysis it was possible to identify significant 
changes. The women were shown tosce themselves as becoming more 
self-reliant, warmer and less indulgent following parturition. This 
points to the danger of using preconstructed questionnaires and scales. 

Thus, the ‘hurdle’ approach considers pregnancy as an cvent 
capable of producing pathological reactions, probably in anxious 
and neurotic women, or of allowing the maintenance of a status quo 
in more adjusted women. By the very nature of the tools used 
(MMEI, MPI, NSQ) the results can only point to a notion of preg- 
nancy as a hurdle; these tests are designed to assess fairly stable attri- 


butes of personality and are insensitive to change. The theory on 


which they are based would not predict changes in neuroticism after 


delivery. By using tests that focus on the stable characteristics of the 
personality they eliminate the possibility of finding any change. In 
ay case, 1s neuroticism what we are really interested in and is it 
ea al neurotic those women who experience particular 

1es at the time of having a child? Such labels are hardly con- 


duci i i ienci i 

a ve is 7 understanding of what a woman is experiencing at this 

as waat having a child means to her and how this will affect her 
ure. 


(b) PREGNANCY as DEVELOPMENT 


Other studies, more in line with the framework I adopt myself, view 
ptegnancy as a developmental phase. Development, as i pointed 
out by Therese Benedek (1959), refers to the Ait cahon between 
maturational processes and environmental influences which lead to a 
higher structuralization ~ ‘Motherhood plays a significant role in the 
woman’s _ personality. Physiologically it completes maturation: 
psychologically it channelizes motherliness’, oe 
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Like puberty, pregnancy is a biosocial event, leading to a new 
level of organization and equilibrium. Greta Bibring (1961) believes 
that all first pregnancies include an element of crisis as an indispen- 
sable factor leading from the condition of childlessness to the signi- 
ficantly different one of parenthood. ‘Crisis has to be understood here 
not as a pathology but in its true general sense as a decisive stage in 
the course of events — a turning point that brings with it unsettling 
and dislodging of habitual solutions’ which have become inappropriate. 
However, it is important to emphasize, as Loesch and Greenberg 
(1962) have done, that pregnancy is not necessarily developmental — 
“Certain processes and internal events must be mobilized if it is to 
function as a developmental period.” In this way, their unmarried 
subjects who had their babies adopted showed little evidence of psy- 
chological changes. This is a good example of how the meaning of 
the experience for a particular person must be considered. Greenberg 
and Loesch as well as Greta Bibring and Reva Rubin who have both 
studied this period fairly extensively, feel that the main develop- 
ment occurs after the birth of the baby, when the actual experience 
of motherhood takes place. This kind of consideration changes the 
emphasis from the purely intrapersonal characteristics (such as 
neuroticism) considered by the ‘hurdle’ authors to an inclusion of 
inter-personal characteristics (such as mother-baby relationship). 
The French psychoanalyst Racamier (1967) suggests the use of two 
different words, maternité referring to the biological event, maternalité 
referring to the psychological and emotional development which 
takes place when the event is integrated. In this sense maternité would 
be the only word applicable to Loesch and Greenberg’s women who 
had their child adopted. ‘L'expérience maternelle peut se considérer 
comme une véritable phase du développement de : eee 
féminine — la maternalité — presentant comme toute p lase u i 5 
Oppement un double aspect de crise ct d intégration = pulsions, du 
moi et de l'identité personnelle ou du self Ne . 

Let us turn to the specific areas where crisis an adjustment are 
likely to occur. These are obviously not independent and. I will 


distinguish them only for the sake of cohen ai Raced ts 
First the reassessment of relationships. This has been emphasized by 


1 i n be considered to be a developmental phase 
Pn SADECICHER of motherhood a é- which presents like all develop- 


i i lit 
in the female personality ~ la materna à F 3 3 
mental phases T double spect of crisis and integration of drives, the ego and 


the self. 
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psychoanalysts. They mention, above all, the importance of the 
woman’s relationship to her own mother. From dependent she be- 
comes co-equal partner. Early experiences of satisfaction and frustra- 
tion, of love and hate, have led to good and bad mother images 
which now colour the woman’s representation of herself as a mother 
or mother-to-be. ‘The woman’s identification with her own mother 
motivates her attitude towards motherhood and determines her be- 
haviour towards her children’ (Benedek, 1949). In the case of success- 
ful maturation, there is a useful identification with the mother as a 
prototype of the parental figure (Bibring, 1959). Racamier contends 
that, in the cases of depression, an identification with the good mother 
image is impossible or problematic. 

The relationship to the husband will also be modified. His own 
reactions to becoming a father will be important in this respect. The 
family unit shifts from a dyadic one to a triadic one and difficulties 
may occur when the system is too rigid as when, for instance, one of 
the partners refuses to allow a third person into the relationship 
(Lomas, 1959). For the woman it is a question of being both wife 
and mother, for the man of being both husband and father. 

The second area involves the acceptance by the woman of her 
female biological role. Rheingold (1964) talks about the birth of a 
baby being a ‘degree in femininity’. The physiological experience of 
femininity should be accompanied by a greater sense of psychological 
femininity. ‘Scule la maternité, c’est-à-dire l'enfant, donne i la 
femme la pleine conscience de la valeur et de l’accomplissement de 
sa fémininité (Racamier).1 In passing it is perhaps worth noting the 
idealized way in which maternity is described, in particular by male 
authors. In more realistic terms it is important to consider that a 
woman’s feelings about her body are important at this time. A 
woman who denies or rejects her body cannot be a nurturant mother. 
William Menninger (1943) attributes physical symptoms during 
pregnancy to a rejection of the feminine role — ‘The individual 
functions as a total unit, not as two Separate entities (physiological 
femininity and psychological masculinity) and . . . a failure of in- 
tegration will manifest itself in symptoms.’ In fact it seems that 
physiological symptomatology during pregnancy such as nausea and 
vomiting is more likely related to conflict over the pregnancy rather 
than simple rejection. Chertock et al. (1963) found a relationship 


1 Only maternity, that is the child, gives the woman the full awareness of the 
value and accomplishment of her femininity. 
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between vomiting and ambivalence of attitude on the part of the 
mother towards the child, but no relationship with open rejection — in 
support of this they mention that in France unmarried mothers 
rarely vomit. As Jean Hanford (1968) points out, no matter how much 
a woman desires a child there will be some negative aspects to be 
faced. 

Thirdly, childbirth involves a change of status. In some cultures 
the first childbirth results in a change of name for the mother. 
Motherhood marks the entry into a new and unfamiliar role with its 
unfamiliar tasks and expectations. Becoming part of the ‘Mother’ 
category is a shift to a counterpositional role, that is, in the daughter- 
mother complementary roles there is a shift from the former to the 
latter. This means taking care of, instead of being taken care of. This 
new role is irrevocable and all-embracing. The woman will remain a 
‘mother’ for ever with all that the word implies. It is what J. Perlman 
(1968) has called a ‘vital role’ to distinguish it from transitory roles 
which can be abandoned. Vital roles are both time-extensive and 
emotion-extensive. In our society the mother role is often defined 
narrowly, which may increase the conflict at the time of taking on the 
new role. I will come back to this later. The husband-wife relationship 
is also modified by the advent of these new roles (mother and father). 
The male-female differentiation and the division of labour become 
more evident. The expectations of each partner may be congruent or 
may lead to conflict. 

From the point of view 0 
perception probably takes place 


f roles, the shift in the woman’s self- 


mainly after the birth of the baby 


when the woman is actually confronted with the role-partner and 
when others’ perception of her and their expectations become more 
definite. Melges (1968) studied women who were suffering Biom 
postpartum emotional disturbances. He found that they were often 
subjected to conflicting messages from the environment on how to 
take care of the infant. Mother, sister, husband were all offering 
different advice. The new mother felt reluctant to take any advice or 
give any hint of inadequacy for she felt that this would reflect on her 
worth and femininity. The lack of feed-back from the infant was 
something which these women also found difficulty in coping with. 
Mothering of a non-communicative infant seemed to hinder their 
self-definition. For 82% of their large sample (one hundred women) 
the onset of the illness was within the first month, which is when the 
infant is most uncommunicative. The most frequent onset was four 
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days after the birth which coincides with the time most of the women 
were discharged from hospital and therefore faced with responsi- 
bilities. Finally the husbands of these women remained generally 
uninvolved. Particular difficulty was experienced when there was a 
lack of model, the woman’s own mother being felt to be rejecting - 
‘Uncertain in their roles as mothers and yet without a positive 
maternal model, these women felt lost and confused’. Reva Rubin 
(1967) looked at the processes involved in the attainment of the 
maternal role. She studied in depth (twelve interviews during preg- 
nancy and eleven within the first month postpartum) five primi- 
parous! women and four multiparous? women. She described the 
following operations involved in taking on the new role: ‘mimicry’, 
the imitation of behavioural manifestations of the role; for example, 
women becoming mothers for the first time tended to put on matern- 
ity clothes several months before the functional properties of the 
clothes were relevant. Taboos and the magical properties of certain 
foods were based wholly on the authority of the models (friends, 
relatives). ‘Role play’, the acting out of ‘what a person in this situation 
does’, a trying out of the behaviour: the women becoming mothers 
for the first time searched the environment for a child to role play 
with; they would for example offer to baby sit. ‘Fantasy’ refers to 
the daydreams and dreams about the new role: fantasies swayed be- 
tween being romantic, idyllic and being gargoyle type fantasies. 
Introjection-Projection-Rejection’, a similar process to ‘mimicry’ 
except that it is more discriminatory: the person searches the en- 
vironment for a model which is then matched for ‘fit’ with the be- 
haviour or event experienced; it then cither reinforces the experience 
or is rejected. ‘Identity’, the end point, when the person feels a sense 
of comfort in their role. Finally ‘Grief work’, the process by which 
the former identity is relinquished: it involves the review of attach- 
ments and associated events of a former self. In the case of primipar- 
ous women, the acquisition of a new identity and the grief work did 
not fully take place until after delivery when the role partner (the 
child) is present. This confirms the view often put forth that maxi- 
mum change takes place after delivery (by the way if you remember 
this is something completely ignored by the ‘hurdle’ authors since 
for them normality refers to the return to a prepregnancy state in 
1 Primipara: a woman having her first child. (The 


2 Multipara: a woman having her second or subse 
is multiparous). 


adjective is primiparous). 
quent child. (The adjective 
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the postpartum period). Another reason for expecting maximum 
change after delivery is the fact that the pregnant primipara generally 
receives a great deal of attention and solicitude. During the last 
trimester she is particularly dependent on her environment. With 
the birth of the baby she is suddenly thrown into the responsible, 
care-taking position. She is no longer dependent but is depended 
upon. 

It is important, however, to remember, when one is thinking about 
roles, that the process is a two-way one: the interpretation of the role 
by the self, its appraisal and reappraisal is as important as the modi- 
fication of the self to fit the role. With the birth of a first child, the 
woman may have to modify her stereotyped idea of the mother role 
often tainted by the Christian image of the all-sacrificing Perfect 
Mother. Indeed the role of mother in our culture is often narrowly 
defined. In terms of emotions, a mother must only have and express 
positive feelings for her children. She must be sacrificing at the ex- 
pense of her own needs, and enjoy this — i.e., be masochistic (which is 
quite different from the ‘mutual concern’ described by Enid Balint, 
1972). In terms of occupation, a mother must only be concerned with 
her child at the exclusion ofa carcer. In fact many women find them- 
selves to be in conflict with the mother role. Richard and Katherine 
Gordon (1967) administered a questionnaire to 335 women and found 
that two factors were associated with postpartum emotional difi- 
culties: a ‘personal insecurity factor’ relating to past experiences and a 
‘tole conflict factor’. They found that, though both were important, 
present-day role conflict was more important than personal insecurity 
related to past experience in producing continuing difficulties. 

In other words the mother role is a very prescriptive and narrow 
one. Many women will find themselves in conflict with it, if they 
attempt to conform to the role in its rigidly defined form. 

Another role worth mentioning 1s the pregnancy role. The 
symptomatology present during pregnancy is partly determined by 
cultural expectations. Margaret Mead (1950) found that in some cul- 
tures morning sickness in pregnancy 18 completely ignored while in 
other cultures it is expected of every woman so that the woman who 
displays no nausea is the exception; in still other cultures itis thought 
to occur for first pregnancies only. Where it (morning sickness) is 
culturally stylized as appropriate for any period of pregnancy or 


order of pregnancy (such as first pregnancy only), a large majority 


of women will show this behaviour; where it is not, only a very few 
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will. Convulsive vomiting is a capacity of every human organism, 
which can be elaborated, neglected, or to a large degree disallowed.’ 

There is also a variation in the extent to which pregnancy is thought 
of as some sort of illness or as a normal state. This also will affect 
behaviour and symptomatology. Rosengren (1961b) showed that 
women who regarded pregnancy as an illness tended to have signi- 
ficantly longer labours. Women whose views of pregnancy were in 
conflict with their doctors’ views of pregnancy (either one of them 
seeing it as an illness, the other as a normal state) were even more 
likely to have longer labours than those whose views were not in 
conflict with their doctors’ views. This notion of pregnancy as ill- 
ness versus pregnancy as normal state parallels the implicit value I 
have noted in the hurdle versus development authors. 

To summarize, the developmental approach deals with pregnancy 
as a turning point, leading to a reorganization of relationships and a 
change in role and status. As can be seen from the literature quoted, 
these ideas have often been put forward by psychoanalysts, generally 
based on their clinical experience of analytic patients rather than on 
planned studies. The notion of role and identity though has led to 
some social psychological studies (Reva Rubin, Gordon and Gordon). 
This approach is also different in terms of more general values: it is 
concerned with the person as a whole (where physical and psycho- 
logical are intimately related), with meanings (the meaning of the 
pregnancy and the child for a particular woman) and with relation- 


ships (most change is described after the birth when there is a relation- 
ship between mother and baby). 
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Disturbances 


Several months later. Began to feel heavy, and tremors inside of my womb. 
| My breasts are full of milk. 
It does not belong in my life, for I have too many people to take 
care of. I have, already, too many children. . . « 
| He kicked and stirred. 
So full of energy, my child. How much better it would be if you 
| had stayed away from earth, in obscurity and unconsciousness, in the 
paradise of non-being. My little one, not born yet, you are the future. 
I would prefer to live with men, in the present, not with a future 
extension of myself into the future. 
I feel your small feet kicking against my womb. It is very dark in the 
room we are sitting in, just as dark as it must be for you inside me, 
but it must be sweeter for you to be lying in the warmth than it is for me 
to be seeking, in this dark room, the joy of not knowing, not feeling, not 
seeing, the joy of lying still and quiet in utter warmth and darkness. All 
of us forever seeking again this warmth and this darkness, this being 
alive without pain, this being alive without anxiety and fear or 
aloneness. 
You are impatient to live, you kick with your small feet, my little 
one not born yet. You ought to die in warmth and darkness. You ought 
to die because in the world there are no real fathers, not in heaven or 


on earth. i 
The German doctor has been here. While he examines me, we talk 


about the persecution of the Jews in Berlin. 
Life is full of terror and wonder. Be 
You were not built for maternity. Anais Nin 


A large proportion of the literature is concerned with disturbances 
during pregnancy and the puerperium.” These studies have sprung 


out of a desire, on the one hand to help patients suffering from such 


illnesses, on the other hand to understand normal pregnancy. As I 


said earlier I am considering these in a separate section for the sake of 

clarity — they could all be classified in terms of the developmental/ 

hurdle distinction I made (most often belonging to the hurdle cate- 
4 : . ; m 

gory). Indeed the studies I did mention earlier were generally also 


concerned with disturbances. 


1 Her child died in the womb. > ; 
3 pene aay eae mel after childbirth when the mother’s body is return- 


ing to its prepregnancy state. 
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These studies belong to the gencral area of psychosomatic research. 
Progress in this field has been made with the work done on the 
autonomous nervous system, the endocrine glands, and the cerebral 
cortex; though many problems still remain with regard to specificity 
and mechanisms. 

Alexander (1943) distinguishes three types of condition in which 
emotional factors play a fundamental part. Hysterical conversion symp- 
toms are expressed by the voluntary neuromusculature or sensory 
perceptive systems whose original function is to relieve emotional 
tension. The symptoms express at the same time both the repressed 
emotion and its rejection. For example anger which cannot find 
expression through yelling, shouting or hitting might lead to 
hysterical aphasia (inability to speak) or paralysis. Vegetative neurosis 
is not like the hysterical conversion symptom an attempt to relieve 
an emotional tension in a symbolic way but is the physiological 
accompaniment of emotional states. For example the state of rage is 
accompanied by various physiological processes meant to enable the 
organism to adjust to the task of fighting. The elevated blood pressure 
does not appear in the place of the emotion but simply 
the emotion of rage. The hypertensive patient’s patho 
in the fact that he is under a constant or frequent but unexpressed 
emotional tension. A vegetative neurosis consists of a dysfunction of 
a vegetative organ which is not, like the hysterical conversion 
symptom under the control of the voluntary neuromuscular s 
Psychogenic organic disease (such as peptic ulcer) are often t 
result of a vegetative neurosis. 

Psychophysiological disorders range from minor physiological dis- 
orders to structural changes. As Menninger points out (1939), the 
somatic expression of emotions which are at first only functional 
responses, in time modify structure. The concept of resistance can bea 
useful one when considering the person as a unit. ‘Even in the com- 
mon infections 1t is clear that the cause of a patient developing, say, 
meningococcol meningitis, often has as much to do with the patient’s 
resistance as it does with the meningococcus’ (Alec Coppen, 1958) 
Resistance can relate to such things as personality or constitution 
previous stress. 

One of the main controversial and unresolved problems is the 
problem of specificity. Some authors (Dunbar, 1946) tried to cor- 
relate disorders with specific personality profiles. Others related 
disturbances in specific vegetative functions to particular emotion 


accompanies 
logy consists 


ystem. 
he end 


or 


al 
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states (Alexander, 1943). Others yet found that individuals show 
maximal activation in the same physiological function, whatever the 
stress (Lacey et al., 1953). (For example, one person will always react 
to stress with a digestive disorder.) 

In the literature relating to psychogenic obstetric complications we 
come across these same problems and approaches. Is a particular 
obstetric complication related to a particular type of emotion or 
conflict, is it related to a particular personality type, is it connected 
to a person’s ‘weak spot’? Most studies have concentrated on one 
disturbance and I will review the findings concerned. with specific 
pathological reactions under five headings. I will then look at the 
possibility of a unified theory which would account for the various 


forms of disturbances. 


I. TOXAEMIAS OF PREGNANCY: ECLAMPSIA AND PRE- 


ECLAMPSIA 


Toxaemias complicate 6 to 7% of all gestations and their cause is an 
important unsolved problem. Eclampsia is the severe form and is 
characterized by convulsions and coma associated with hypertension, 
oedema (swollen state of the tissues) or proteinuria (protein in the 
urine). Toxaemia is rare or absent in many non-Western areas, and 
these societies suffer from the condition only after contact with 
Westernized societies. Soichet (1959) describes the communities 
where pre-eclampsia is rare OF absent as communities giving women 
a particularly important place. Pregnancy and delivery are joyful 
events and the infertile woman is considered inferior in these regions; 
whereas in our civilization emotions concerning pregnancy are con- 
flicting. He suggests that a woman who develops toxaemia feels 
ambivalent towards pregnancy. She wants the pregnancy to prove 
that she is a woman and is filled with guilt upon the slightest in- 
fringement on her fantasies and ideals. Toxacmia, he suggests, would 
be a defence against a feeling of inner defect and a somatic solution 
to conflict, just as schizophrenia is a mental solution to conflict; in- 
deed toxaemia is extremely rare 1n currently schizophrenic patients. 
Wiedorn (1954), in line with this, found that the incidence of tox- 
aemia is much higher in patients who had had a acre illness 
prior to pregnancy oF who developed such an illness later on; he 
also considers toxaemia to represent a psychotic equivalence on a 


sees 
physiological level of response of the organism to stress. 
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In his study of fifty toxaemic and fifty control patients, using 
interviews and questionnaires, Alec Coppen (1958a) found that the 
first group presented difficulties at every stage of the feminine de- 
velopment: menarch (they had often resented the onset of menstrua- 
tion), sexual intercourse (which they more often did not enjoy or 
found aversive), attitude to pregnancy (the pregnancy was less often 
planned and the very fact of being pregnant was often a considerable 
emotional disturbance in itself). They reported more events during 
pregnancy which they experienced as disturbing (illness or death of a 
friend or relative, financial worries, premarital conception or il- 
legitimacy associated with guilt and family condemnation, etc.). The 
fact that the women were interviewed after the onsct of the toxaemia 
make these findings less reliable — though the author reports that one 
of the non-toxaemic controls who later developed a toxaemic con- 
dition, had ratings more like the toxaemic group than the non- 
toxaemic group. Alec Coppen also found that the toxacmic women 
tended to have a more masculine body build and suggests that their 
psychological difficulties in adjusting to the feminine role relates to 
their atypically feminine body build. Personality factors and atypical 
physique would lower the threshold which may be further dimin- 
ished by environmental stress. Once the threshold is lowered beyond 
a certain point, signs of toxaemia would appear. But what actually 
produces the disease is unknown. 

It should also be noted that there is a considerable literature on the 
psychosomatic aspects of hypertension, one of the main signs of 


toxacmia. Inhibited aggressive impulses which appear in connection 


with anciety have a specific influence upon the fluctuations of blood 
pressure (Alexander, 1939). Cannon has shown experimentally in 
animals that elevation of the blood pressure is characteristic of the 
emotional state of fear and rage. Another sign of toxacmia, excessive 
weight gain, can be related to Overeating in the anxious, insecure 
patient (Walser and Detroit Michel, 1948) 


2. PREMATURITY 


As far as I am concerned—there is no other name than death for 
that slow devouring growth of the baby that eats the flesh, ` 
the strength and the intelligence of the woman who carries 

it as a cancer might eat her life Françoise Mallet-Joris 
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Prematurity affects, according to Blau (1963), about 7:4% of births 
in the U.S.A., over 50% of which occur with no obstetrical or other 
medical organic causes. Prematurity is defined as a birth weight of 
2,500 gms or less (World Health Assembly, 1950). 

Karen Horney (1933) differentiated mothers of premature infants 
from mothers with full-term infants as having more negative feel- 
ings towards pregnancy and the foetus and showing uncertainty 
about their feminine identification and maternal status. Unfortunately, 
like many studies referred to in this section on disturbances, this was 
that is they were interviewed after the pre- 
mature birth (3 to 4 days); it is quite likely that their uncertainty re- 
flected in part their feelings about having a premature child, and the 
difficulty encountered by young mothers if their newborn is re- 
moved from them to be placed in an incubator. 

In fact all the studies of prematurity which I have come across (I 
mentioned one by Blau and one by Gunter earlier on) are retro- 
spective. This obviously relates to the small occurrence of such a 
condition. The sample of women studied would need to be very large 
if a sufficiently large number of women who later had premature 
babies for no organic reason were to be collected G sample of 400 
might yield roughly fifteen). Of course theretrospective nature of the 
studies only affects certain findings. For example Laurie Gunter 
found that mothers of premature babies more often showed feelings 
of fear, inadequacy, nervousness and anxiety. This is likely to be in- 
fluenced by the recent premature birth. The same goes with the 
finding that these mothers were more dependent or helpless. What 
could make one feel more helpless than the birth of a premature 
child? On the other hand, her finding that ‘mothers of premature 
infants had been neglected or deserted by their mothers more fre- 
quently than mothers of normal infants’ is more ambiguous. 
‘Desertion’ would not be affected by the prematurity while 
‘neglect” would be a subjective statement and therefore influenced 
by the woman’s present feelings. Gunter also reports that a larger 
number of the mothers in the premature sample were separated 
from their husbands at the time of the birth - this time an objective 


fact. 

There are other proble 
ported in this section. Gunter 
study, the smallness of the samp! 
fants and twenty controls) and 


not a prospective study, 


ms connected with many of the studies re- 
herself mentions, in relation to her own 
le (twenty mothers of premature in- 
the special population used: in her 
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case as in many, black women (with all the differences associated with 
being a minority group). 


3. UTERINE DYSFUNCTION 


In sorrow thou shalt bring forth children. Genesis, 3 


I have seen the white clean chamber with its instruments 

It is a place of shrieks, It is not happy 

This is where you will come when you are ready 

The night lights are flat red moons. 

They are dull with blood 

I am not ready for anything to happen. 

I should have murdered this, that murders me. Sylvia Plath 


Douglas Baird (1952) defined normal labour as one in which the 
vertex (head) presents and is completed in 24 hours or less by spon- 
tancous delivery without injury or undue discomfort to the mother. 
Examining the literature, once again there scems to be agree- 
ment as to the role of social and psychological factors on uterine 
functioning through the sympathetic nervous system, 
there is a divergence of opinion concerning their exact n 
importance. 

On a broad level, cultural expectations modulate the experience 
of childbearing, and the woman’s behaviour in childbirth. Margaret 
Mead describes how ‘women may be expected to groan or shrick 
in a manner designed to make all young female spectators indisposed 
towards birth and definitely predisposed to shriek when their own 
“time” comes. Or women may learn that a woman in labour 
should behave with quict decorum, paying attention to the business 
in hand, and certainly not dissipating her strength or disgracing her 
family with a lot of loud-mouthed yelling. So child-birth may be 
experienced according to the phrasing given it by the culture 
an experience that is dangerous and painful, interesting 
ing, matter-of-fact and mildly hazardous, or accompan: 
mous supernatural hazards’. 

Reva Rubin talks about how the pregnant woman expects that 
her experience will be just like her mother’s. If her mother had a 
long labour, a dry labour, a big baby, etc., this is what she expects to 
have. Psychological characteristics have also been invoked. Patients 
suffering from uterine dysfunctions have been described 


although 
ature and 


as 
and engross- 
ied by enor- 


as suppress- 
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ing or repressing their emotions (Cramond, 1954; Watson, 1959; 
Jeffcoate, 1955), as more anxious (Davids et al., 1961; Zuckerman, 
1963), as more rejecting of pregnancy (Hetzel, Bruer and Poidevin, 
1961). Two different studies used the masculinity—femininity scale of 
a personality questionnaire (MMPI). Irving Fox (1964) reports a 
relationship between the masculinity score and the length of labour; 
Zuckerman et al. (1963) however finds no relationship between 
masculinity on this test and difficulty in childbirth. 

The physiological mechanism involved in uterine dysfunction, 
according to Mary Crawford (1968), is a secretion of epinephrine into 
the blood stream as a result of anxiety; this in turn restricts the blood 
supply to, and inhibits the contractions of, the uterus. She hypo- 
thesized and confirmed that women who reported more than 


average symptoms of muscle tension during pregnancy and showed 


signs of anxiety at the beginning of labour (expressed fear, high pulse 
rate, etc.) developed physiological disturbances related to uterine 
dysfunction, or their infants developed physiological disturbances re- 
lated to hypoxia (lack of oxygen). 

As with studies related to other disturbances, the method of en- 
quiry may account for differing results. For instance, some authors 
have tried to relate attitudes to pregnancy with difficulty in child- 
birth. Using a very simple questionnaire (with questions such as 
‘was this a planned pregnancy?” ‘Did you want to have a baby at the 
time you became pregnant?) Winokur and Werboff (1956) found 
no relationship between planning of pregnancy and desire to have 
a baby on the one hand, and length of labour. Engstrém et al. (1964) 
on the other hand did find a relationship between negative atti- 
tudes during pregnancy and difficulty during labour; however the 
Negative attitudes during pregnancy were assessed through an inter- 
view rather than a questionnaire and covered not only se 
attitude to the pregnancy but also such things as housing P ems 
and anxiety for the child. The whole question of comparison between 
studies becomes even more complicated if we consider the different 
ways in which a difficult delivery is assessed and whether it is assessed 
by the obstetrician, by an observer OF simply assessed from the notes. 
For example Winokur and Werboff used a measure called ‘tolerance 
of labour’. A rating was given by the attending obstetrician and de- 
fined as follows: ‘A woman was rated as being more tolerant if she 
gave few or no statements about being afraid; was anxious to get on 
with the labour; seldom asked for relicf; made few or no outcries; 
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was cooperative in “pushing down”. A woman was rated as less 
tolerant if she gave frequent verbal outcries; showed apprehension 
on entering the labour room; gave frequent expressions of fear; 
asked for relief of pain often and earlier than usual in labour; if her 
sedation was less prolonged than usual in its effect; and if she was un- 
cooperative in “pushing down”. Five obstetricians were involved in 
the rating of 124 women. 

In Engström et al.’s study the obstetrician present at delivery 
registered the ‘emotional reactions during delivery’. The following 
items were registered: Tension and worry on entering hospital, 
remarkably painful first stage, emotional instability during first 
stage, remarkably painful second stage, emotional instability during 
second stage, remarkably painful delivery, emotional instability 
during delivery, general anaesthesia during delivery, negative re- 
action immediately after delivery. If we consider the vagueness of 
such criteria as ‘emotional instability during first stage’ and the differ- 
ences in criteria between the studies, it is no wonder that a consensus 
in result is difficult. Even such seemingly simple measures as 
length of labour are not so straightforward and reliable since it 
depends on when one starts timing the beginning of labour. 


4. POSTPARTUM EMOTIONAL ILLNESSES 


Il est né, j'ai perdu mon jeune bien aimé. 
Maintenant il est né, je suis seule, je sens 
S'epouvanter en moi le vide de mon sang . . . Cécile Sauvage 


And then, what possible relation 
Exists between the darling of one moment 
And the crimson barbarous brat of another instant. Anne Ridler 


Since antiquity the problem of psychosis developing in the post- 
partum period has attracted attention. Hippocrates, for instance, 
thought that this disturbance was caused by the stoppage of the 
normal secretion of milk which was then directed to the brain in- 
stead of to the breast. He considered that the bleeding of a nipple of 
a woman recently delivered of a baby was an ominous sign. Accord- 
ing to Zilboorg similar views were still held in the eighteenth and 
nineteenth century when Levret for example observed particles of 
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milk in the brain of a woman who died while suffering from a post- 
partum psychosis. Another theory propounded in the seventeenth 
century was that puerperal mental disorders are caused by vapours 
arising from the uterus to the brain. 

It is now felt that postpartum mental illness is not a distinct 
clinical entity but a mental illness which is similar to one at any 
other time; symptoms, course and prognosis are felt to be similar 
to non-postpartal mental illness. The psychological content is how- 
ever linked with maternity: feelings of inadequacy, inability to care 
for the baby, fear of damaging the baby, etc. During the last century 
a vast number of studies have been published, mainly medical and 
psychiatric studies giving statistical information and description of 
the illnesses, There is little agreement as to the total incidence of 
postpartum illnesses, incidence of the different diagnoses which have 
been given (schizophrenia, manic-depression, psychoneurosis), in- 
cidence within social class and parity gtouP (first pregnancy, sub- 
sequent pregnancies) least of all aetiology. For example, estimates of 
the percentage of total mental hospital admissions of females for post- 
partum mental illness range from 0'2 to 18% (Vislie, 1956; Ostwald 
and Regan, 1957). Estimates of the incidence varies from I in every 
300 to I in every 1,000 deliveries (see Gozali and Demorest). Part of 
this lack of agreement is due to unclarity in definitions and explana- 
tions of nomenclature. A good example of this is the definition of 
postpartum’. The obstetrician often refers by that term to the 6 
weeks following delivery. Some authors favour retaining this lapse 
of time to define postpartum mental illnesses but others favour 
extending it. Paffenberger (1964) extends it to 6 months, McNair 
(1952) to one year and Foundur et al. (1957) gives RO particular time. 
Some authors also include disturbances which occur before childbirth 
(Martin, 1958). . 

As with most mental disturbances, purely physical causes liave 
been suggested. These have been mainly endocrine. The peripartum 
period being one in which there are great fluctuations 1n hormonal 
blood levels (Hamilton, 1962). i — 

In favour of psychological explanations are the tepai z par 
partum equivalent reactions’ after the adoption of a child ( pee 
reports three such cases, Tetlow reports SIX: Melges reports three). 
Similar reactions have also been described in men whose wives 


1 The time before and after childbirth. 
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have recently delivered. Psychodynamic explanations can be divided 
into those which emphasize intrapersonal problems and those which 
look at the interpersonal conflicts. In the intrapersonal approach, 
explanations have been given in terms of Freudian notions of psycho- 
sexual development. Zilboorg (1929) considers women who succumb 
to postpartum psychosis to ‘show a predominance of schizoid charac- 
teristics and from the point of view of libido development they appear 
to have carried over into adult life anal libidinous attitudes and to have 
never reached the so-called vaginal stage of development’. Yet 
another intrapersonal problem is that of masculinity—femininity. 
Zilboorg goes on: ‘they seem to have been arrested in their growth 
in what Freud terms the phallic stage; hence they are all chronic 
masturbators and sexually frigid; they are potentially homosexual, 
their homosexuality, as a rule, not coming to the fore except in the 
psychosis. It was found that they had not outlived the Ocdipus phase 
of their psychological growth and that their uncor 
the Oedipus situation was intimately interwove: 
scious desire to belong to the male rather than the female specics; 
hence they appear in part to identify themselves with their fathers 
and in part to harbour a revengeful feeling because they are not male.’ 
Lomas (1967) also found that frigidity was often a precursor of post- 
partum illness. He considers frigidity to refer to the total attitude 
of a woman towards the man, an attitude of fear, hate, envy and 
rejection. This kind of woman, who cannot love, will be placed ina 
situation of great stress when she has, as when her baby is born, ‘a 
clear, even desperate, demand made on her to provide something 
that she is incapable of providing’. Lomas (1960) stresses that women 
suffering from postpartum illnesses can also present problems of 
feminine identity. ‘The classical psycho-analytic view that childbirth 
is equated in the woman’s mind with castration . . . does injustice to 
the positive aspects of this climax of feminine biological achieve- 
ment...’ “That a puerperal mother will both fear envy and be envied 
is a logical consequence of Melanie Klein’s belicf that one of a child’s 
most important feelings is envy of his mother’s creative capacity,’ 
The woman will fear her mother’s envy cither because her mother 
indeed is envious or because she thinks her mother is envious of her 
in the same way as she was envious of her mother. Anne Hayman 
(1962), in her study of sixteen women suffering from puerperal break- 
down, felt that problems of masculine identification 
resenting a phallus) were more significant in the less dis 


scious clinging to 
n with the uncon- 


(the baby rep- 
turbed women 
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while problems of feminine identity were more important in the 
cases of psychotic depressions. 

Guilt is an important aspect of puerperal breakdowns. Lomas refers 
to guilt when the baby symbolizes a greedily stolen quality from the 
parent. Zilboorg (1931) and Karen Horney (1933) refer to guilt in 
connection with hostility impulses against the child. Victoroff (1952) 
believes that, ‘At the central core of the parapartum psychoses, re- 
gardless of the numerous causative factors, is the urge to annihilate the 
child’, 

A number of authors point out a lack of maternal identification 
in patients suffering from postpartum mental disturbances (Ostwald 
and Regan, 1957; Edith Anderson, 1963; Wenner, 1969). In the 
intrapersonal perspective, one can also mention role conflict. Rita 
Stein (1968) studied a group of ten women who encountered their 
first ‘break with reality’ during pregnancy (antepartum. group) and 
ten women who encountered their first ‘break with reality’ after the 
birth (postpartum group). She found that both groups feared ee 
of status with maternity. The pregnant women who became ill were 
educationally and occupationally more independent and ae oe 
going than those with postpartum psychoses. Tiy aa k a 
marital roles unsatisfactory and were in conflict with t je eo = 
expectations. ‘They did not desire maternity and S P change 
of role and status in already existing difficult marital a en 
They had more difficult female identifications to realize’. i 
Women with postpartum illnesses Sere ca we iia on X 
was only when they were face to face with the bal 7 ae 7 
confronted with a realization of their change of role and sta 2 es 
Confusion in female identification differentiates this nak es 
the lack of maternal identification spelling out the role of the dis- 
turbed pregnant woman.’ A 

These canes areas of difficulty are obviously not we 
None of them can be considered ‘the cause of neo ag 
As with any psychological or psychosomatic ifficulty 


and misleading to look for a determining he or a an 
can be done is to point out i eee paar se ake men- 
In women s ing from such an 1 . Mos $ 

tion the oe ante relationship with i ae an “ 
the women had disturbances in their early pa erat a 
parental relationships, so that identification with e pa s 


isfaction (Ri in). But is it not so 
Rot consummated to their satisfaction (Rita Stein). B ; 
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that many women with unsatisfactory parental relationships do not 
develop postpartum mental illnesses? And is it not also the case, as 
mentioned in relation to other disturbances, that the woman in such 
a crisis is bound to distort her past? Is it not also possible that some of 
the conflicts encountered by these women are present, though to a 
lesser degree, in all puerperal women? Sylvia Markham (1961) gives 
support to this idea. She concluded from her comparative study of 
psychotic and non-psychotic puerperal women that what differed 
was not the kind of conflict experienced but the way in which this 
conflict was resolved. The non-psychotic puerperal women, just 
like the psychotic ones, expressed ‘oral dependency’, ‘hostility to a 
mother figure’, ‘castration feelings’, depression. However none of the 
normal mothers manifested the parasitic, clinging relationship noted 
in the psychotic mothers and were able to transfer their libido from 
their mothers to their children. ‘The conflicts differed little in the two 
groups. However where the hospitalized group perceived their 
children as a drain on their emotional resources and as rivals for oral 
supplies, the control mothers were able to use their children to solidify 
their defensive structure and to further their emotional growth.’ The 
women in the psychotic group manifested severe confusion in identi- 
fication in which self, mother and child became indistinguishable at 
times. Other people have described similar manifestations in dis- 
turbed and non-disturbed women. A tendency towards regressive 
behaviour accompanying feelings of depression and depletion is an 
almost universal finding in puerperal women (Atrachan, 1965). 

A number of authors have stressed interpersonal aspects relating to 
postpartum illnesses. Kline (195 5) mentions the woman’s competition 
with the baby for the love of her husband. Lomas (1967) describes a 
kind of marital relationship where there is no place for the child. 
When the wife treats her husband as a baby or when the husband 
acts as a mother to the wife, ‘there could be no room for a real 
baby, and one possible consequence of his appearance is puerperal 
breakdown’. In this sense the puerperal breakdown is best conceived 
as ‘the most spectacular manifestation of a family catastrophe’. Susan 
Beach et al. (1955) in a study of eight cases of postpartum psychosis 
found that the husbands tended to be ‘overprotective’ of their wives 
and tended to deny ‘the adequacy of their wives to function as 
adult women in periods of minor distress’. These men tended to 
compete with their wives in the female role, furthering their wives’ 
feelings of inadequacy as women. The authors conclude: ‘women 
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who tend to destroy the masculinity of men are sometimes described 
as “castrating females”. We suggest that there is a male counterpart 
to this classification, and that the husbands of women with post- 
partum psychoses fall into this group.” 

Finally the mother-baby relationship may be a problematical one. 
Melges (1968) pointed out the difficulties some women find in their 
relationship with the baby from whom they get little feedback; 
their feelings of inadequacy and helplessness are made worse by the 
baby’s poor communication skills. A 

Rosberg and Karon (1959) describe the analysis of a woman 
suffering from a postpartum psychosis. Their article, written up as 
‘a direct analytic contribution to the understanding of postpartum 
psychoses’, touches on some of the points mentioned earlier. It gives 
the flavour of such an illness. The patient is a woman in her thirties. 
‘The reason for her illness, she said, was that “my husband made me 
pregnant”. Pregnancy she referred to, as “going through the mill”. 
“The mill is responsible for my illness.” At other times she would 
deny any relationship between intercourse, pregnancy and childrens 
she would then say that children came by an arrangement with 
state”... As the analysis progressed, it became clear that a 
had, in many ways, replaced her mother in her emotional ife. : eir 
relationship to her might best be described as dominating depen pias 
whereby the mother, and later the husband, dominated = so : ms 
she would gratify their own dependency needs. Her mother ha 
forced the patient to assume the mothering role to the patient's own 
siblings, and finally to the mother herself, on eal eee 
The transfer of this attitude to the husband is exempl ied by the 

ient’ ipti he ideal wife: A good wife calls 
patient’s description of the role of t jite: EE 
her husband at his place of business at least six elit aan a re 
sure that things are going well and that she’s cee e F aA e 
comes up. Also she tells him what to eat, and its a rn 
also when to change his underwear and his outsi n app in z 
doesn’t do this, she can’t be considered a good wife s $ i PE 
through the mill”, her expression for pregnancy, referre t 
“mill” hite like semen and milk. 

mill” where flour was made; flour was W 


Pregnancy, she said, was being “pllediup: yeith ene chews 2 
milk”, The swelling had the significance of a ther words 

more full”, “It’s the one time I was comp van i l P r Tiem of 
a pregnancy represented the final solution to the ora k ‘ mother) 
her life. These may be summarized as having to give (be 2 
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instead of receiving (mothered) which is the need of every child. The 
husband (who replaced the mother) was at last giving, instead of 
taking, during intercourse. But he could never give enough. When, 
however, she had actually been pregnant, this signified, on the level 
of fantasy, that she was getting “fuller and fuller” of milk. The 
satisfaction she longed for was at hand; but just when she was satis- 
fied, the child would be born, and she would be empty again. 
During the period of her psychosis in which she had gained the excess 
weight (55 lb more than her normal weight), she had eaten prodi- 
giously and was so fat “that I couldn’t move”. She said she had been 
trying to fill the emptiness, but she had never been satisfied.’ 


I have been talking up till now mainly of postpartum psychosis the 
incidence of which is, let us say, one to three per 1,000. It is an 
extreme reaction. At the other end of the spectrum, mild reactions 
are characterized by crying and slight depression. These ‘postpartum 
blues’, as they have been called, are thought to affect most women 
(up to 80%). According to Yalom et al. (1968) the most characteristic 
sign is crying, other signs being irritability and hypersensitivity to 
what is interpreted as rejection. The crying is not necessarily associated 
with feelings of depression, sadness or hopelessness. In their study of 
thirty-nine puerperal women, they found that postpartum depression 
was associated with various endocrine related factors, Women with 
an early menarch,! greater menstrual difficulties, prolonged menstrual 


flow are more likely to become depressed postpartum. The authors 
feel that this might relate to studies showing tha 


encounter many problems stemming from e 
sexual characteristics. These women might fin 
accept the feminine role. On the other hand it ¢ 
shifts in hormone level occurring in the puerperium accentuate the 
metabolic abnormalities in these women. ‘There is evidence to sug- 
gest that progesterone is a central nervous system depressant and 
excessively high levels, unusually steep gradients, abnormal proges- 
terone metabolites, oran abnormal oestrogen—progesterone ratio ma: 

produce a depressed mood state’. This is a nice example of how closely 
linked psychological and biological phenomena are. As Yalom et al. 
put it: ‘In females, the study of stress in the life cycle demands 


attention to endocrine-behavioral interaction, since some of the 


t carly-maturing girls 
arly development of 
d it more difficult to 
ould be that the rapid 


1 Menarch: onset of menstruation. 
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times of greatest life stress (i.e. menarch, pregnancy, menopause)? 
occur simultaneously with marked fluctuations in the level of circu- 
lating hormones’. 

Eight months postpartum twenty-two of the women they studied 
were available for follow up. Only one of them had required psychi- 
atric treatment (a woman who had had psychiatric treatment in the 
past). The authors conclude that ‘the postpartum blues syndrome is 
apparently self-limited and relatively benign’. As most studies, they 
found that postpartum depression was more likely to occur with first 
pregnancies. Depending on the theoretical approach endorsed, as 
touched on carlier, the two extremes—postpartum psychoses and 
postpartum blues — will be thought of as gradings on a continuum 
(psychoanalytic notion) or as separate entities. 

Brice Pitt (1968) sct out to study what lies between the severe 
puerperal depression and the weepiness of t! 
be concerned with this intermediary state, 
in detail. Pitt’s criteria for the presence of puerperal depression 


were that: women should describe depressive symptoms (Hamilton 


depression scale), these symptoms should have developed since de- 


livery; these symptoms should be unusual in their experience and, 
to some extent, disabling; these symptoms should have persisted for 


more than two weeks. 

108% of the 305 women in his sampl 
from puerperal depression. The depressi 2 tingui 
from the ‘blues’ by its longer duration. Pitt devised a questionnaire to 
Measure maternal anxiety and depression before and after childbirth. 
There was a general highly significant tendency for questionnaire 


Scores to drop by three points after delivery — that is, on the whole 
women tended to be less depressed and anxious postpartum than they 
e women whose scores increased 


had been during pregnancy. Thos c 
considerably (more than six points), that is, who showed signs of 

eing more depressed and anxious postpartum, were interviewed 
as potential depressives; a random selection of women whose scores 
increased only slightly, and of women whose scores were unchanged 


or diminished, were also interviewed. ; 
ding cases of puerperal depression, 


The questionnaire’s success in fin re a 
as defined above, was significant. The author talks o£ atypica! de- 
ce of neurotic symptoms (anxiety, 


Pression’ because of the prominen c ie 
irritability, phobias) overshadowing the depression, and because some 


1 . 
Menopause: the cessation of menstruation. 


he blues. As I will myself 
I will relate his findings 


e were diagnosed as suffering 
ion was to be distinguished 
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of the symptoms are opposite to those of classical depressive states 
(for example, worsening at the end of the day, early insomnia). Pitt 
found no significant relationship between depression as defined by his 
questionnaire and complicated delivery, previous psychiatric history, 
unplanned pregnancy, endocrine factors, anxiety in pregnancy, 
social class or breast feeding. He did find differences on a personality 
questionnaire: the depressives were more neuroticand less extroverted 
than the non-depressed puerperal women. But as he himself points 
out, these neuroticism and extroversion scores may be reflecting the 
depressed state rather than give any evidence of a personality dis- 
position. Pitt’s study belongs to the ‘hurdle’ rather than ‘process’ type 
study; it is however useful in that it defines and delineates a common 
form of postpartum reaction. One particular advantage of the 
questionnaire he devised is the fact that it considers changes in scores 
rather than absolute values. What is important is the difference in 
score between pregnancy and postpartum in the same woman rather 
than a comparison in scores of different women. In this sense it is 
more in keeping with the notion of process, even if his attempt to 
relate it to a personality questionnaire is not. 


5. HEALTH OF THE BABY 


You were the sum of all my inmost dreams: 
You were the ache and longing in my heart; 
And you were on the earth. 

So all the night I lay 

And stared into the dark, 

Forgetting pain of birth, 

Forgetting terror stark. 

Until the break of day 

I never stirred, it seems. Joan Kinmont 


Studies indicate that foctal environment, including maternal 
emotions, can affect the foetal psychophysiologic apparatus (Sontag, 
1941; Dunbar, 1946; Greenacre, 1944) through, for instance, endo- 
crine output and oxygen supply. ‘Having learned how powerful an 
influence the woman’s unconscious pre-existing anxieties may exert 
on the physiologic phenomena of pregnancy, we must expect that 
the same dynamic forces still influence this part of the mother’s 
body which we call the foetus’ (Deutsch, 1949). 

McDonald, in his previously quoted studies, included in his 
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‘abnormal group’, when considering the role of emotional factors in 
obstetric complications, developmental abnormalities observed in the 
infant at birth, These include such things as ‘subnormal foetal Apgar 
Rating’! and ‘foetal congenital defects’. 

Behavioural characteristics of infants have also been linked to 
maternal prenatal influences. Infants of mothers experiencing pro- 
longed periods of severe anxiety during late pregnancy have been 
observed by Sontag (1941) to be highly active and irritable, with 
severe food intolerance. Turner (1956) also pointed out a relationship 
between anxiety and fatigue during pregnancy, on the one hand, and 
difficulties such as increased restlessness and excessive crying and 


vomiting in the baby. Abramson et al. (1969) noted a relationship 


between emotional stress during pregnancy (assessed by an interview 
development at birth. 


during pregnancy) and a low level of motor 
$ 
The most frequent cause of the stress was the husband’s unemploy- 


ment or job insecurity (the women in this study were poor Indian 
women in South Africa); other causes were distress at being preg- 
nant and illness in the family. There was no simple relationship of the 
baby’s development with ‘objective’ conditions of poverty and diet. 
There was only such a relationship when the presence of stress was 
assessed on the basis of the woman’s own report of her difficulties. 
By the time the baby was 13 weeks old there was no longer any 
difference between high- and low-stress groups. Ottinger and 
Simmons (1964) found a relationship between maternal anxiety 
during pregnancy (assessed by a questionnaire) and neonates’ crying. 
The babies of the highly anxious mothers cried more; p ga a 
was particularly significant before feeding. The authors feel that pa 
difference is due to a prenatal and/or genetic phenomenon rather 
than a function of the differences in the mother's handling, since the 
difference in crying between babies of anxious and non-anxious 
mothers was more significant before feeding maree and ey 
Significant group differences were found in the first our T of life. 

With all these studies it is obviously difficult to disentangle genetic 


from prenatal psychological factors. 


on of the condition ofa newborn infant 50 
gained on assessment after birth of 


lex irritability and colour. 


1 P x r 
Apgar Rating: numerical express! E 
seconds after birth; it is the sum of points 


el 
the heart rate, respiratory effort, muscle tone, T 


The higher the rating, the healthier the baby. 


48 The Birth of a First Child 


6. DISTURBANCE OF THE MOTHER-CHILD RELATIONSHIP? 


Mouth stretched into the ancient rictus, 
The screaming baby — formidable 

To the newly delivered mother. Too pure 
an expression of something completely felt 
Not to inspire fear; with no memory 

To weaken or blur eyes snapping 

A hatred no adult could muster 

And which animals are exempt from. 
Red devils, throbbing with such elemental power, 
That the cringing woman 

Must adore or kill him, Ruth Fainlight 


Young stranger, who are younger still 
Than ought on sea or land 

What secrets of the stars were mine 
Could I but understand. Eiluned Lewis 


The condition which leads to the disturbance of the primary relationship 
between mother and child keeps the infant in a state of tension. Whether 
this is expressed in fitful sleep and crying and/or in feeding 

difficulties, the behaviour of the infant reveals the disturbance of the 
communication between infant and mother. Ruth Benedek 


Even subtle disturbances in the mother-child relationship and 
problems in the mother, have been shown to have an effect on the 
infant. Cornell (1969) related colic in the infant to characteristics of 
the mother, such as her own eating problems in childhood, her 
neuroticism score and her negative self-rating of her physical con- 
dition during pregnancy. Feeding disturbances (Escalona, 10453 
Ribble, 1941; Anna Freud, 1947) excessive crying and sleep disturb- 
ances (Turner, 1956; Benedek, 1949) have been linked to a disturbed 
mother-child relationship. Sybille Escalona found in her study of 
young children of women in a Reformatory that a child’s eating 
behaviour was very sensitive to upsets such as the departure of a 
person the child was attached to (other than the mother) and even to 
the emotional atmosphere prevailing in the institution at large. For 
instance the incidence of mealtime tantrums, refusal of food, vomit- 
ing, was always higher on parole days (day on which the State Board 
of Parole visited to decide who was to be released on parole) even 
though the routine was the same. She concludes that ‘when infants 
and young children are brought into close contact with an adult, they 
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perceive the emotional state of the adult and respond to it in a con- 
sistent manner’. 

Many studies concerned with the mother-child relationship have 
centred around breast-feeding, both from the point of view of the 
choice or ability to breast-feed and from the point of view of its 
influence on the child’s future development. 

Both desire and capacity to breast-feed have been shown to be 
related to psychological and sociological variables. Bernheim and 
Charcot demonstrated that the flow of milk could be stopped or in- 
creased by hypnosis. Freud (1933) also mentions enabling a woman to 
breast-feed through the use of hypnosis and Helen Deutsch (1945) 
mentions the case of a woman who stopped producing milk every 
time her mother came to visit. She also reports that some women are 
unable to nurse successfully because of fearful fantasies of losing their 
individuality or of being swallowed up. The unconscious fear of 
being drained or devoured by the baby (which can inhibit breast 
feeding) described by psychoanalysts relates to the woman’s own 
baby wishes now projected onto the baby who thus becomes dan- 
gcrous. Niles Newton (1963) reports that breast-feeding perform- 
ance is closely related to what the mother says about her eek 
towards breast-feeding. She interviewed pregnant yn a ound 
that 74% of those who said ‘Tam going to breast-feed i so a 
cessfully as compared with 26% of those who did not w ae rE 
tried. These latter women were much more likely to report that the 
baby refused the breast, or that the baby had difficulty in sucking. 
There was also a significantly larger amount of hae given on : 
single day by the first group of women. Newton ps PR is) 
note three possible psychosomatic mechanisms 1n oe s S 
of lactation: 1. sucking stimulation: the woman w a is mak 
about breast-feeding probably allows less sucking RE EEA A 
feed (this is supported by the fact that the nnp E a 8 pup 
used nipple shields more often, and the positive group : > R 
incidence of fissures); 2. let-down reflex: ies a Sates ae 
have been shown to inhibit the expulsion of m 3 3. reg m a 
blood flow: the precursors of milk are the bloo! ape a pan 
flow is very sensitive to emotional = se alone 
striction and vasodilatation. Niles ih re He ae te 
who expressed positive feelings about ie ii ded 5 aeia 
women’s lot in life was as satisfying as me? s a a = 
childbirth was easy. They tended to have quicker labours. 
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Psychoanalysts have emphasized the notion of breast-feeding as an 
expression of the woman’s feelings about being a mother. Racamier 
(1967) writes: ‘Une femme qui refuse sa propre maternité ct désire 
rester infantilement réceptive, ne peut allaiter normalement, car 
elle cherche beaucoup plus à boire elle-même qu’a donner à boire. 
Par ailleurs, la persistance de tendances aggressives dirigées contre 
la mère se venge des frustrations subies en les infligeant à son propre 
nourrisson’! A woman’s anxieties about herself as a mother may 
also reflect themselves in her fear that her milk is insufficient or 
not good enough leading her to switch to bottle feeding, or to her 
bad handling of the baby. ‘A mother, doubtful of the quality of the 
milk she is offering to her baby, will handle the baby in a clumsy way 
and present her nipple so awkwardly that the baby may reject it’ 
(Salzberger-Wittenberg, 1973). 

It would be wrong to consider bottle-feeding as evidence of distur- 
bance and, as Heinstein (1963) has pointed out, what is important for 
the development of the child is the total personal-social environ- 
ment. Winnicott (1968) suggests that handling and holding are more 
important than the isolated fact of a breast-feeding experience. If a 
mother struggles to breast-feed, both mother and child may suffer. 

Notions of interaction are particularly important in this area of the 
mother-child relationship. Recent work (Bowlby, 1969) has em- 
phasized the importance of the infant’s behaviour on the mother, 
thus balancing the one-sided view of the effect of the mother on the 
child. Indeed it is no longer thought that the child is a tabula rasa. 
One mother may be able to deal with a responsive, active child 
while getting depressed with a more placid unresponsive child, 
another woman on the contrary may feel overwhelmed by an active 
child while able to cope with a more placid one. One could thus 
imagine a situation where the mother’s and the child’s needs were 
increasingly frustrated and an increasingly inappropriate response 
produced in each partner, engendering a spiralling effect and a worsen- 
ing relationship. Elsie Broussard and Miriam Hartner (1969) showed 
that the mother’s view of her child is an important indicator. In a 
prospective study of 120 primiparae and neonates, they asked mothers 
to rate their infants on different scales when the babies were one month 


1 A woman who rejects her pregnancy and wishes to remain receptive cannot 
breast-feed normally for she wishes much more to be fed than to feed. More- 
over she will take revenge on her child for the frustrations she herself ex- 
perienced in relation to her mother.’ 
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old. A ‘risk rating’ was given to those babies who were rated by 
mothers as being worse than the average baby on a number of scales 
(vomiting, difficulties with sleep, etc.). They found that those babies 
who had been given a risk rating when they were one month old, 
were much more likely to be thought to need psychiatric interven- 
tion at the age of four and a half (the assessment being made by an 
independent psychiatrist who had no knowledge of how the children 
had been rated as infants). The need for intervention did not relate 
to socio-economic status, age, prenatal or postpartum complications 
or to the sex of the child. So what was shown to be important here 
was the mother’s view of her baby, influenced to varying degrees 
by how the baby actually was (the baby’s behaviour reflecting partly, 


in turn, the mother’s behaviour and view of the baby.) 


Links 

There are similaritics, both positive and negative, in the studies re- 
viewed. On the negative side is the fact that the literature is confused 
and often inconclusive. This is partly due to the number of disciplines 
involved — obstetrics, psychiatry, psychology, sociology, psycho- 


analysis — and the problem of comparing studies involving such differ- 


ent methodologies. Many of them are inadequate and lack rigour: 
few cases, use of questionnaires, comparison of normal and abnormal 
groups after the onset of the abnormality. Notions of causality are 
often used when in so complex an area it might be best to think in 
terms of interaction and multideterminants. 

On the positive side of the similarity there are the themes which 
run through the subheadings. These relate to notions of conflict over 
pregnancy, difficult relationship with own mother, unsatisfactory 
feminine identification. The recurrence of these themes suggests 
the possible equivalence of the various disturbances. Indeed studies 
linking a specific disturbance to a specific personality type are in- 
adequate or unsuccessful. Although many authors have found that 
obstetric patients are more psychologically maladjusted than ‘nor- 
mals’, they have not found any reliable differences between the 
women suffering from differing difficulties, nor have they found 
any reliable patterns within groups. For example Ringrose (1961) 
showed that patients suffering from toxaemia presented abnormal 
personalities as measured by a personality test (MMPI) compared to 
non-toxaemic women, but the type of personality deviation was not 
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constant; when the average scores were computed for the toxaemic 
women, they fell within the normal range (so that the deviations 
in scores were in either direction). 

It therefore seems possible, and this is the conceptualization I will 
myself adopt, to consider the various complications as different 
possible alternative pathological reactions to the psychosocio- 
biological stress of pregnancy and motherhood. The specificity, that 
is the form the disturbance takes, could be related to constitutional 
factors, developmental phases, physiological or psychological events 
- or more likely an interaction of all of these. The equivalence of 
symptoms has been put to empirical test by Vanden Bergh et al. 
(1966) in their study of habitual aborters. Habitual abortion is char- 
acterized by three consecutive spontaneous abortions (spontaneous 
termination of pregnancy before the twenty-second week of gesta- 
tion). They decided to study the charts and to interview women who 
had received a Shirodkar operation. This operation is performed in 
cases where there is an apparent weakness of the musculature of the 
cervix}; this condition is often found in habitual aborters but also in 
other women. The operation consists of a suture placed around the 
cervix in order to prevent expulsion of the foetus before maturity. 
The authors hypothesize that in the case of habitual abortion, rather 
than postulate a congenital incompetence of the os, endocrino- 
logical changes, in part related to emotional stress, produce the pre- 
mature dilation of the os. If this is so and ‘if some patients who 
habitually abort are, in fact, solving emotional conflicts by uncon- 
sciously aborting their pregnancies through dilation of the cervical 
os, then with such a procedure as the Shirodkar operation, by which 
dilation is prevented and by which a habitual aborter is in a sense 
forced into motherhood, it could be expected that the severe under- 
lying emotional conflicts would be precipitated and exacerbated 
postpartum’. They interviewed nine habitual aborters who had had a 
Shirodkar operation and nine women who had no history of habitual 
abortion but had undergone this operation because of an incompetent 
cervical os. They found that the incidence of postpartum psychosis 
was significantly greater in the habitual aborters than in the matched 
control group. Of the nine habitual aborters, five developed a post- 
partum psychosis (an incidence which is much higher than that in the 
general population) and three had psychotherapy during pregnancy. 
In the control group, one woman only developed a postpartum 
1 Cervix: the neck of the uterus which hangs down in the vagina. 
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psychosis and none had psychotherapy during pregnancy. These 
findings give some support to the authors’ suggestion that the psy- 
chosis was an expression of the conflict which had been resolved 
by the abortions in the women thus ‘forced’ to have a baby. This 
calls to mind the study I quoted earlier (Soichet, 1959) showing that 
the incidence of toxaemia was lower in a group of women suffer- 
esses than in a group of ‘normals’ — as if 


ing from postpartum illn 
ivalence (this finding is repeated by Pitt, 


here also there is an equt 
1968). 

Jean Hanford (1968) analyses the possible physiological mechanisms 
underlining such an equivalence of pathological reactions. Normal 
pregnancy is seen as a state of conflict (even when the pregnancy is 
desired), producing (like all states of emotional stress) a rise in levels 
of histamine and steroids in the blood. Conflict is greatest at the 
beginning of pregnancy and the levels of histamine and steroids are 
high at this time. There is then a drop as psychological defences are 
successfully instituted. A woman with severe conflicts over being 
pregnant, however, will not be able to resolve the conflict, or will 
do so only ‘at great cost to herself emotionally and physiologically 
and to her child in utero’. In these cases, irregular patterning of 


levels of corticosteroids in the blood, indicative of difficulty in adjust- 


ment, will lead to such disturbances as spontancous abortion, pre- 


maturity, foctal malfunctioning, etc. i 
This view is compatible with McDonald’s (1963) who concludes, 


after reviewing the literature, that the best approach is perhaps to 
consider ‘all complications as derivatives of a single common pro- 
cess’. He suggests that responding to stress with bodily defence might 
lead to dysfunctioning of the autonomic nervous system (the visceral 
component of the nervous system), the specificity being explained 
in terms of constitution and developmental history. Depending on a 
person’s constitution and developmental history the dysfunctioning 
of the autonomic nervous system would affect a particular physio- 
logical component: the gastro-intestinal tract leading to hyperemesis 
(vomiting), smooth muscle leading to spontaneous abortion, pre- 
maturity or uterine dysfunction, the arterial system leading to tox- 
aemia. But the common denominator would be an increase in anxiety 
during pregnancy, extreme in its duration and intensity in women 
with unresolved conflicts about pregnancy stemming fron ayant 
of reasons. ‘Mobilization of anxiety, the ANS (autonomic nervous 
system) activation which triggers 2 host of regulatory mechanisms, 


c 
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may result from a multiplicity of unresolved conflicts about preg- 
nancy. Adaptive failure at a particular point underlies the timing of 
complications. Specificity is accounted for by the interaction of con- 
stitutional differences and autonomic response specificity with a host 
of other physiological parameters.’ 


The five headings I set out earlier left out functional sterility! and 
spontaneous abortion as these have not been a focus in my own study. 
Obviously a unified theory of childbearing disturbances also includes 
these, and similar factors have been suggested for these difficulties 
to the ones I mentioned earlier. 

According to Therese Benedek (1952) functional sterility is a 
somatic defence against the dangers inherent in the procreative 
function. She feels that the infertile woman has a stronger ego than 
the woman who gets pregnant and is then so overcome by anxicty 
that she becomes ill. In the case of the infertile woman, the conflicts 
regarding childbearing are repressed and she is free from anxicty. 
Marie Langer (1958) suggests that envy is an important factor in 
cases of psychogenic infertility. The woman’s incapacity to identify 
with a fertile mother is a consequence of her envy of her mother 
when her envy and destructive impulses towards her mother were 
particularly strong and when adverse reality (accidents occurring to 
the mother) made her feel that she had destroyed her mother. 

Different mechanisms will prevent pregnancy in such women; de- 
floration phobia and vaginismus (spasmodic contractions of the vagina 
when the vagina or vulva is touched) prevent intercourse; expulsion 
of the semen prevents its passage through the cervical canal; spasm 
of the Fallopian tubes? prevents access to the ova; premature ex- 
pulsion of the foctus prevents the birth of a live baby. Menninger 
(1939) mentions another possible physiological mechanism (postu- 
lated by Sellheim): an overactivation of the ovaries linked to emo- 
tional factors, resulting in a premature maturation of the follicles 
such that ova are discharged which are not yet ready for fertilization. 


A complete account of the subject also includes motivation for 
motherhood; here again there is some evidence that the relationship 
of the woman to her own mother is important. As part of a larger 
1 Functional sterility is sterility without an organic reason. 


2 Fallopian tubes: the tubes branching out from either side of the uterus in 
which fertilization takes place. 
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study, Malmquist et al. (1969) looked at a sample of identical twins 
discordant for motherhood (that is one of the twins was a mother, 
the other not). There were eight pairs in which one member reported 
having been more favoured by mother, the other by father. In 
seven out of the cight pairs, the twin favoured by mother was her- 
self a mother, the one favoured by father was childless. They do not 
say, however, if the childless twins were so out of design, that is 
whether the problem is one of motivation or of fertility. 

As I have tried to emphasize, the values of the researcher are of 
ermining not only his assumptions but also 
what he will study, the way he still study it and the way he will 
conceptualize his findings. Although this is not always so, there is a 
tendency for those authors who look at pregnancy as a process to also 
tend to adopt a unified theory of disturbances and to think that mental 


health involves a different way of coping with conflicts rather than 
different types of conflict (although these 


ften made explicit). It is my own position. 


prime importance in det 


to assume qualitatively 
different aspects are not ©: 


The symbols of the self arise in the depth of the body. C. G. Jung 

I would like to come back to the notion 
he first chapter. I will discuss this now 
hapter and in relation to my own 
ly to thenotion of femininity 


Before closing this chapter, 
of femininity, touched upon in th 
in relation to the rest of this c 
research. I will come back more extensive 
in a subsequent chapter. 
Time and again, in the 
has come up that women W. 


studies I quoted in this chapter, the notion 
ho are well adjusted to motherhood 
accept their femininity. However femininity is rarely defined, and 
few studies include any empirical material on this subject. 

Studies of femininity have mainly used questionnaires (such as the 
MMPI) although authors agree that these only tap a cultural aspect 
of femininity (for example, they look at so-called feminine versus 
so-called masculine interests). Niles Newton (1955) suggests a dis- 
tinction between cultural femininity and biological femininity. She 
argues that the female biological role is far from being as passive as 
society has often claimed it to be: ‘The woman who is adequate in 
her female biological role must be active, productive, and capable 
of concerted effort. There is no harder physical exertion than normal 


childbirth. Developing and carrying à baby through pregnancy is 


an active process and breast-feeding a baby involves repeated active 
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giving.’ She herself used a traditional masculinity-femininity test 
(Terman’s Masculinity—Femininity test) and found that the culturally 
feminine women defined by this test tended to dislike pregnancy 
and were extremely likely to wish to be men although they were 
quite satisfied with the woman’s role in our society. In other words, 
these ‘culturally feminine’ women accepted our society’s sex roles as 
appropriate norms, but, given a choice, they would have preferred 
to be men. I think onc could interpret this in two ways: either it 
represents these women’s acceptance and dislike of the role rather 
than a questioning of the appropriateness of the role; or it reflects 
the fact that part of the feminine role in our socicty involves feeling 
inferior and wanting to be a man. 

Acceptance of the female biological role thus seems quite separate 
from that of the cultural role. Sarbin (1963) has pointed out the neces- 
sity of a female body-image as one of the components of female 
identity. Studying children’s play constructions, Erikson (1968) 
found that boys and girls whom he had instructed to construct an 
exciting movie scene used space differently, in particular that girls 
emphasized the inner while boys emphasized the outer space. Girls’ 
scenes tended to be a house interior, open or simply enclosed; people 
and animals tended to be mainly within such an interior and were 
mainly static; occasionally the interior was intruded by animals or 
dangerous men. Boys’ scenes tended to be houses with claborate 
walls or facades with protrusions (such as cannons); there were 
towers, there were entirely exterior scenes; more people were outside 
enclosures; there were more automotive objects and moving animals 
and also arrested movement (by a policeman for instance). There 
were many high structures; ruins were exclusively boys’ construc- 
tions. ‘It may come as a surprise to some and seem as a matter of 
course to others that here sexual differences in the organization of a 
play space seem to parallel the morphology of genital differentiation 
itself: in the male, an external organ, erectable and intrusive in char- 
acter, serving the channelization of mobile sperm cells; in the female, 
internal organs, with vestibular access, leading to statically expectant 
ova.’ With a similar line of thought in mind, Franck (1948) devised 
a Masculinity-Femininity test (FDCT) made up of a series of in- 
complete drawings which the subject is asked to complete any way he 
or she wishes to. She found that, just like Erikson’s children, men and 
women completed the drawings differently both in terms of the 
content and of the form of the drawings. For example, men tended 
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to expand and close drawings; women tended to elaborate within the 
stimulus area and leave it open. Women tended to draw objects 
moved by an external force as opposed to objects which were self- 
propelled. The final version of the test used those items which dis- 
ctiminated best between the sexes. A number of authors have 
validated the test, showing that it does discriminate between men and 
women, both in the USA and in Europe. No relationship was found 
between this test and measures derived from verbal masculinity- 
femininity tests, for instance tests based on ‘masculine’ and ‘feminine’ 
interests (Shepler, 1951; Lansky, 1960 and 1964; Nichols, 1962; 
Miller and Swanson, 1966). It has been suggested that the Franck 
Drawing Completion Test measures latent facets of Masculinity- 
Femininity, facets related to body image. Although all the studies 
have found a difference in score between men and women and a 
lack of relationship with verbal masculinity-femininity tests, they 
have on the whole been unable to relate these scores to anything else. 
For instance, Winer (1961) failed to show a relationship between the 
scores on Franck’s Drawing Completion Test and a woman’s ex- 
pressed satisfaction with her own mother; Urbina (1970) failed to 
show a relationship with creativity. However two recent studies 
did find some relationship between scores on the Franck Drawing 
Completion Test and attitudes and values (Cottle et al., 1970; 
Bezdek and Strodtbeck, 1970). 

With the idea of unconscious femininity and of body image in 
mind, I chose to use this test in my research. I will come back to dis- 


cussing it in a later chapter. 


- ++ Wait, wait just a little while longer, I cry to my body, as one pleads 
Jor a last moment of consciousness before going under ether, for 

another moment of preparing before having a needle thrust into a vein. 
And, like a drowning man, my past suddenly becomes vivid — not the 
immediate past but the past before sex, the past of the hard little-girl 
body of six or seven, when you are all of a piece, like a statue carved 
with the fewest strokes from a block of wood, and you run with 

your legs stiff and outflung, your feet flat; before the body becomes 
graceful only through balance, and your growing hips slow your run to 
an awkward trot. I can see myself running around my grandmother's 
house and feel the gravel under my feet and feel the trees and the early 
crocuses growing all around me... And so I keep crying to myself 

to wait a little, to let me make sense of my own past before beginning 
someone else's present . . . Abigail Lewis 


Chapter 3 
What I want to study and 
how I go about it 


Iset out to test empirically the idea that the biological and psychologi- 
cal event of becoming a mother sets in motion interactive processes 
which can be adaptive or maladaptive. This view is held by authors 
who see pregnancy and the birth of a child as a process of develop- 
ment. I described their ideas in the last chapter; these mainly arose 
from clinical contact with a limited number of patients. The backbone 
of my research involves proving oF disproving these intuitions. The 
more individual analysis and the additiorial findings form the meat of 
it. The basic hypothesis is that the healthy woman is the one who 
can modify her perception of herself and her relationship with 
members of her family in a way which is congruent with the new 
situation of having a child. 

What then are these modifications which must take place? The 
area of primordial importance which came up time and again when I 
presented the ‘pregnancy as development’ authors, involves the 
woman’s relationship with her own mother, at a time when she is 
herself becoming a mother. Psychoanalysts, in particular, stress the 
necessity of the woman's ‘identification’ with a ‘good mother image’. 
The ‘good mother image’ refers to the image of a loving mother 
which the woman has retained from the positive nurturing she her- 
self received in the past. Difficulties arise when she identifies with ‘a 
bad mother image’ — the image she retains from her negative ex- 
periences. Identification as it is used here refers to ‘processes by which 
a person ... borrows his identity from someone else’ (Rycroft, 
1968). The term ‘borrows’ is somewhat misleading in this case 1f we 
think of these images as being mental representations rather than 


external people. 


Melanie Klein described the processes by which the external world 
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is taken in as mental representation becoming part of the inner 
world of the child and the inner world colours the external world. 
These two processes (introjection and projection) interact from birth. 
The infant will therefore hold inside him or her a good as well as a 
bad mother image from the times he or she received or, more pre- 
cisely, experienced good or bad mothering. According to different 
theories, the actual quality of the mothering (Winnicott) or the 
perception of the mothering modified by the child’s impulses and 
emotions (Melanie Klein) are emphasized. 

To come back to the woman who is having her first child, saying 
that she identifies with a good mother image means not only that she 
experienced good mothering, was able to recognize it as such and 
that such an experience was not outweighed by negative elements, 
but also that at this particular point in time she is able to call on this 
good experience. This is where a strict reliance on genctic explana- 
tions seems insufficient. Psychoanalytic theory pays insufficient 
attention to later events; the way in which, for instance, biological 
and psychological changes at puberty were experienced and the 
circumstances at this time must be important in moulding the girl’s 
feelings about her body and her ability to be a good mother. The 
present social and psychological situation of the woman, in particular 
her relationship to her husband and the meaning of this particular 
Pregnancy are also important. Psychoanalysis has been little concerned 
with phases in their own right, beyond childhood. Which is not to 
say that these phases are not coloured by previous one, but that later 
circumstances and relationships, biological changes, social situations 
are also important. 

Another area of change involves the woman’s feelings of satisfac- 
tion with herself as a mother when she takes on this new role. It is 
obviously linked to the previous point since identification with the 
image of a positively valued mother should lead a woman to a posi- 
tive valuing of herself, while the identification with the image of a 
negatively valued mother should lead her to a negative valuing of 
herself. This also has roots in an interaction 
for loving feelings for another person and 
oneself. 

Here too it may be necessary to take into account more than the 
past. The psychology of the healthy woman may include a spon- 
taneous love of her baby which would give her confidence in herself 
as a mother. As Lomas points out, in refutation of the traditional 


between the capacity 
a positive valuing of 
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psychoanalytic view, ‘maternal love is based neither on defense 
mechanisms nor compromise adaptations such as narcissism and 
masochism but is a full engagement of the object, based, as is love 
in general, on a primary, spontancous and realistic interest in the 
outer world’. 

When considering how a person evaluates himself it is impor- 
tant to take into account another phenomenon which complicates 
matters. Psychoanalysts have described ‘defence mechanisms’; these 
are ways in which the ego protects itself when there is a conflict, 
ways in which conflict is reduced when the anxiety would be too 
great. Denial, repression and reversal describe the avoidance of con- 
flict by pushing out of consciousness the disturbing elements and, in 
the case of reversal, substituting their opposites. For instance, Ryle 
and I found in a recent study that psychiatric patients tend to express 
either less or more satisfaction with themselves than do non-patients. 
In cases where a greater satisfaction is expressed it is likely that the 
people need to deny the painful feeling that all is not well’. Byrne 
(1964) has called ‘repressers’ people who deny painful situations and 
conflicts, ‘sensitizers’ people who, on the contrary, ruminate over 
failures and events which activate their anxiety. Both extremes are 
maladjusted modes of experiencing. It will be important to take into 
account such processes when we come to consider how women value 
themselves as mothers. : : 

A third area where reappraisal takes place is the husband—wife 
relationship. From the psychoanalytic point of view, at the time of 
having a child, the woman must get 1n touch with her femininity; 
she becomes more clearly different to her husband; as for their 
relationship it must be modified allowing for a third person to be part 
of the family (shift from a dyadic to a triadic unit). In a bw social 
psychological framework we could say that each partner takes on a 
new role, that of mother and of father. Particularly in our society 
these new roles increase the differentiation between the partners 
since the woman usually takes on the full-time care-taking role, 
while the man becomes the sole bread winner. = 

The two main areas mentioned above, identification with a good 
mother image and role differentiation, lead on to two other notions 
which have been mentioned in connection with a healthy adjustment 
to childbearing. ‘Acceptance of pregnancy refers to the woman’s 
real wish to have a child at this time. It describes more than a purely 
verbal expression of acceptance which may reflect a wish for social 
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approval and an attempt to reduce feelings of guilt if the child is not 
wanted. 

“Acceptance of femininity’ is the other notion. The birth of a child 
helps a woman to get a ‘greater sense of psychological femininity’ 
(Rheingold). This again is vague if we don’t have a clear notion of 
what is meant by femininity. If we take a biological orientation then 
the healthy woman is one who is able to accept and become more 
aware of her female body with the birth of her child. 

My research is an attempt to contribute to an understanding of the 
psychology of the normal woman. This is not complete without an 
understanding of childbearing. I am trying to show that the birth of 
a first child is not a static event in the psychological life of a woman 
but that it is accompanied by processes which can be adaptive or 
maladaptive. Adaptive processes, I hypothesize to be the ones men- 
tioned above: identification with own mother and more specifically 
with a good mother image, satisfaction with oneself in the mothering 
role, increased differentiation with partner, acceptance of pregnancy 
and increased sense of femininity. These processes may be adaptive in 
terms of the biological aspect of childbearing or they may be purely 
adaptive to a sociological situation. After I have explored which of 
these processes do in fact occur, I will discuss this point again. 

I would like to stress again that when I refer to well-adjusted and 
il-adjusted women I am only talking about two extremes on a 
continuum. Furthermore I am referring to adjustment at a particular 
point in time and in relation to a particular experience. Unfor- 
tunately psychiatry has often tended to consider psychological 
conflicts and difficulties as immutable and the ill person as ill forever. 
Added to this, Western culture has associated psychological distur- 
bance with badness or lesser value or something to be ashamed of. 


Research procedure 


In order to test these processes I interviewed a number of women at 
the beginning of their pregnancy, towards the end of it and in the 
postpartum period. It was not feasible to interview women before 
they got pregnant. I also chose to interview a group of women who 
were not pregnant. Since all persons — whether pregnant or not — are 
engaged in long adaptational processes of which all too little is 
known, I felt it advisable to be able to compare the processes occurring 
in the childbearing group with those occurring in the non-child- 
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bearing group. I could thus compare each woman with herself at 
different points in time, well-adjusted primiparous women with ill- 
adjusted primiparous women and pregnant women with non-preg- 
nant women. 

The primiparous women were interviewed as soon as possible after 
they first presented at the maternity hospital which was generally 
in their third or fourth month of pregnancy (I excluded from my 
sample women who were more pregnant than this). A duplicated 
sheet was given to primiparae asking them to fill it in if they were 
willing to participate in my study. A brief description of the study 
was given and a space was left for them to fill in some personal 
details. Although I was reluctant to do this, I decided to select women 
who belonged to classes 1, 2 and 3 of the Registrar General’s Classifi- 
cation (this classification in terms of occupation involves five cate- 
gories). These three classes include both ‘working-class’ and ‘middle- 
class’ women while at the same time excluding those women who 
have the added stress of a particularly difficult financial situation. 
There is evidence for the effect of poor dietary conditions on the 
physiological state of mother and baby. This would confuse the issue 
when considering the psychological processes. The class distinction 
was in fact rather loose as the description of occupation was often 
vague. > 

I also eliminated women who were not married or about to be 
married since in our society this still generally involves not having a 
stable relationship, sometimes living with the parents, an unwanted 
pregnancy, plus the additional stress linked to being an ‘unmarried 
mother’. This would also be a confusing variable making results 
harder to interpret. 

Apart from this I interviewed all the women who returned the 
sheets, visiting them in their own home that same week. I visited 
before the expected date of delivery 
and again 10 weeks after the actual 
with the first and last 


them again about 10 weeks 
(roughly 7 months pregnancy) 


date of delivery. My foremost concern was f : 
interviews since the study was about the changes occurring with the 


birth of a first child. Ten weeks postpartum, I felt, would go beyond 
transient changes related to the actual experience of childbirth and 


the recent biological upheaval. 
The ‘non-pregnant’ group was composed of women without 


children, under 35 years of age (so as to be comparable with the other 
gtoup) staid for at least ten months (so as to eliminate the factor 
, 
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of a very recent marriage). It proved rather more difficult to find 
these women. An advertisement in a local newspaper provided three 
volunteers. The other women were working in the institution I was 
at and their names were given to me by acquaintances. Although the 
background and social class of these women were on the whole 
quite different this was not too important as the main interest was 
change over time. In any case these women were often different, in 
the sense that many had decided not to have children at this time in 
their life, or even not to have children at all. I started secing the 
women in this group slightly later than the pregnant women so that 
I could calculate the average span of time between the first and second 
interview for the latter. This span was about 15 weeks. The non- 
pregnant women were therefore seen for the second time 15 weeks 
after the first session and for the third time 20 weeks after the second 
session (to equate with the 10 weeks prepartum and 10 weeks post- 
partum of the pregnant women). 

There were sixty women to start off in the ‘pregnant group’. 
However three women left the area, and four refused to continue 
with the interview. Quite a number of women moved homes during 
this time, it was not always casy to find out their new address so I 
was surprised that in the end my sample didn’t completely dwindle 
away ! For one woman the data was incomplete and two women had 
miscarriages; so this leaves for the main analysis fifty women. There 
were twenty-two women in the control group. None of them 
dropped out. This probably reflects the fact that the situation was 
less threatening as they were part of the ‘control’ group and that 
many of them were themselves involved in research (as research 
assistants, secretaries, wives of students, etc.). During those nine 
months a number of them also went through important life events 
such as deaths or separations. 

The average age in both groups is 24 years, ranging from 18 to 32 
in the pregnant group and 20 to 31 in the non-pregnant group. The 
average length of marriage is 2 years 1 month in the pregnant group, 
the longest time of marriage being 11 years, and 2 years and 7 months 
in the non-pregnant group, ranging from 10 months to 9 years and 
6 months. The two groups are thus comparable on these two varia- 
bles. Husband’s age minus wife’s age ranged from —3 to +17 years 
for the pregnant group (with an average of 3-2 years) and from —3 
to +9 for the non-pregnant group (with an average of 1-5 years). 
This reflects the cultural tendency for men to be older than their 
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wives. The larger difference in this direction for the pregnant group 
probably relates to their slightly different social background and 
class. 

I had to collect two sorts of data: 


A. Processes of change 


When I came to choose the methods I would use for this study I took 
into consideration not only the kind of information I wanted to 
elicit but also my wish to get a balance between rigour and freedom 
for the subject. The whole point of an empirical study is to put one’s 
ideas to the test. This requires a systematic approach to the situation, 
such as for instance, similar elicitation for everybody. However, 
psychological research has often been carried away by the desire to 
be ‘scientific’ to the extent that ‘subjects’ are more like ‘objects’ and 
treated as if they had no individuality, or at least not beyond the 
limited categories offered to them. ne 

‘Rigour as an end in itself is self defeating (Kelman, 1968). Yet, 
even idiosyncratic data require ordering in some systematic fashion. 
‘Because human existence is structured, there is also something general 
about it and thus it is a phenomenon that can be studied in a rigorous 
or systematic manner’ (Giorgi, 1970). : 

This dual concern with fidelity to the phenomena and with sys- 
tematic structure suggested to me the use of Kelly s Repertory Grid 
technique as my main method. Kelly developed this method out of 
his experience in working with psychiatric patients and his wish to 
explore the ways in which they construed the world around them 
which would tell him something about the kinds of conflicts they 
experienced and the ways in which they should modify their con- 
struction if the conflicts are to be reduced or resolved. This method is 


designed to explore how people see themselves, how they order 


their experience, how they appraise and ie cee their Fa ai 
i i i was interested in the particular way in 
and give meaning to it. Kelly 


which each person makes sense of their universe. What is important 


i i ing of it. For exampl 
is not an actual event, but the person s construing ple 


if we think of the interview situation with the women in this study, 


I might have been construed by one woman as a friendly observer, by 
another as an intruder keeping 2 watch on her, by a third as a person 
trying to help, by a fourth as an envious woman, by a fifth as a 


psychologist doing her job, by a sixth as a woman interested in 
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understanding more about femininity. Each person perceives the 
event through his or her own way of construing the world around 
them. Kelly suggests that a person is essentially ‘a form of motion, 
that is, that a person continually reconstrues the environment as 
predictions are validated or invalidated. ‘ eat 

For Kelly, a person is not the victim of his biography, since similar 
events can be construed differently, but he may become enslaved by 
his interpretation of it. ‘It is not what happens around him that makes 
a man experienced; it is the successive construing and reconstruing 
of what happens, as it happens, that enriches the experience of his 
life’ (Kelly, 1955). One can argue that this approach evades the ques- 
tion of why this person construes in such a way and we would be 
back to looking at the biography, and such a causal approach may 
not be suitable if we want to do justice to the complexity of a person. 
Even the analyst in his consulting room can only understand with the 
patient the infantile feelings as they are expressed in the ‘here and 
now’ situation and how they relate to the patient’s personal mythology 
which may be very different from what actually did happen in 
childhood. Indeed patients’ reconstruction of their childhood often 
is modified at different points in therapy. Freud who first attributed 
the neurosis to the repressed memories of actual events of sexual 
seductions in childhood, later came to understand these early seduc- 
tions which had often probably never taken place, as part of the 
‘psychical reality’ of the patient. So that the main question the analyst 
can ask himself in such a case is: what is the meaning of this recounted 
seduction for this patient and why is he telling me about it now? In 
this sense, as Rycroft (1968) said, the procedure Freud engaged in was 
not ‘the scientific one of elucidating causes but the semantic one of 
making sense of it. It can indeed be argued that much of Freud’s work 
was really semantic and that he made a revolutionary discovery in 
semantics, viz. that neurotic symptoms are meaningful disguised 
communications, but that owing to his scientific training and alle- 
giance, he formulated his findings in the conceptual framework of 
the physical sciences.’ 

It is in this sense that I feel Kelly’s approach is compatible with 
psychoanalysis if one sees the latter not as a causal theory but as a 
semantic one. In both cases one is looking at the way a person con- 
strues his environment, be it past or present. 

In my particular research I will be looking at the processes as they 
occur and the ways in which the women construe and reconstrue 
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their environment. In this sense it is compatible both with Kellian 
ideas and with psychodynamic notions. 


REPERTORY GRID TECHNIQUE 


In order to look at the way in which a person construes his environ- 
ment Kelly devised a method which he called the Repertory Grid 
technique. Very simply the technique is as follows: the person is 
asked to list a number of important people relating to categories 
such as family members, liked person, disliked person, teacher who 
has influenced you, trusted friend etc. These are called ‘elements’. 
The person is then asked to compare three of these elements at a 
time, finding a way or ways in which two of them are similar and 


elements 


Self Mother Father Husband John Mary Ann 
constructs 


Friendly 

I like 
Hard-working 
Sympathetic 
Conscientious 
Shy 

Warm 

Lazy 
Supportive 
Haphazard 
Submissive 
Humorous 


HAWAFUBWBKWHWNAAW 
RPHEYARPNIYALRHWKA 
AP eDHHE ANHA 
PQHHRDHWUwWHUYWA 
AAvnakranunernn 


NHYQWANQWVH HWY HD 
WKOUWWIAYIAKwWH 


Figure 1: Example ofa Grid: 7 Elements rank-ordered on each construct. 

ne. For example the person says ‘T like Jim 
and John and I dislike Mary’ for one of the triads, and ‘Jane and Karen 
are unfriendly whereas Jack is friendly’ for the second triad. The 
descriptive terms elicited in this way are called ‘constructs’ (and 
Kelly’s theory is called personal construct theory). Once the con- 
structs have been elicited the person 1s asked to rate or rank all the 


elements chosen on each of these constructs. Figure 1 gives an example 
of a ‘grid’ where the elements are rank-ordered on each of the 


different from the third o 


constructs. 
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From the grid obtained it is possible to get different sorts of in- 
formation. First it is possible to look at the kind of words (con- 
structs) the person uses. Secondly it is possible to look at how these 
constructs relate to each other. For instance if all the people who are 
liked are also the people who are seen as friendly and all the people 
who are not liked are seen as unfriendly, we could say that for this 
group of elements anyway, the two terms are used synonymously. 
Or we might discover that all the people he likes are those that he 
sees as submissive which would tell us something about his need to be 
in control in a relationship. Thirdly one could look at the ways in 
which a person construes his environment. For instance we may find 
that half of the constructs are used in a similar fashion. All the people 
who are seen as friendly are liked and seen as kind and sympathetic, 
and warm and supportive whereas the unfriendly ones are also un- 
liked, unsympathetic, cold and unsupportive. We would say that 
this cluster is the main dimension on which the person discriminates 
amongst his acquaintances, a sort of good-bad dimension. We might 
then find a second slightly less important cluster which refers let us 
say to being hardworking and conscientious versus being lazy and 
haphazard. This second dimension would be separate from the first 
as some liked people would be hardworking whereas others would 
not be. We might then find that there are a number of much less 
important dimensions. We could say that this person construes his 
environment mainly in terms of whether or not he likes people and 
whether or not he finds them hardworking. (The statistical measure 
which tells one how far two constructs are linked is called a correla- 
tion and the analysis which gives the different dimensions and their 
relative importance is called a principal component analysis.) Finally, 
one can look at where the person places the different elements in 
his construct system. For example we may find that his parents are 
seen as disliked and hardworking whereas people of his generation 
are seen as liked and happy-go-lucky. Or, in my first example, we 
may find that all the people he likes and finds friendly are women 
because they are also the ones he feels he can dominate. Or we may 
find that he sees women as belonging to two separate groups, the 
domineering women he dislikes like his mother and the submissive 
women who he can relate to. The girl friends or wife might, depend- 
ing on the time of the relationship, belong to one or theother group! 
(see Graph 1). 


We could also say something about how similar or how different 
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Domineering 


Mother è 
© Ex girl friend 
Jane o 


Father e 
Self e 


Liked Disliked 
Johne 


o Eva 


© Present girl friend 


Submissive 
Graph 1: The two axes represent the two main dimensions. Elements are placed in 


relation to these two dimensions. 


he feels himself to be from certain other people. In the above example 
we could say that he is most similar to his father. 

The use of this technique seemed appropriate for my research since 
it combines freedom for the person to portray an individual picture 
of him or herself while at the same time enabling the search for 
general processes. It is suited to exploring how each woman sees 
herself in relation to significant people in her life. It allows looking 
at such things as an identification with the woman’s own mother 
after the birth of the child. Identification will be evidenced by an 
increase in similarity between the perception of self and that of the 
other person. In some ways this definition of identification is more 
restricted than the psychoanalytic one since the latter is meant to 
include unconscious elements; the Repertory Grid mainly taps con- 
scious and preconscious aspects, that is those that are retrievable into 
consciousness. However, it is also possible that the process of construct 
selection includes an unconscious clement. The fact that one con- 
struct rather than another is chosen to compare people at a particular 
time may be partly determined by unconscious processes. This is 
why I chose to elicit constructs afresh at each of the three testing 


sessions rather than ask the woman to re-evaluate the people on the 
constructs she had chosen the first time. In such a way, maximal 
change can be expressed, encompassing both a change in the percep- 
tion of people on certain constructs and a change in the constructs 
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themselves. At times, a new experience produces new constructs 
rather than distinguish people differently on previously used ones; 
forcing the use of old constructs for the sake of an easier test-retest 
analysis would, in such a case, preclude identifying change. If you 
think of someone for instance who becomes one day politically 
aware, his construct system might become completely modified 
because he will now use a whole new set of constructs such as 
‘capitalist’, ‘reactionary’, ‘liberal’, ‘prejudiced’, ‘opportunist’, ‘male 
chauvinist’, etc., which may differentiate between people he knows 
in a whole new way. If he had been asked to re-evaluate people on 
his prepolitical constructs (e.g. ‘kind’, ‘lazy’ ...) there might not 
have been much change. 

Most people who have done studies of change using Repertory 
Grids have asked subjects to use the same constructs over again. This 
seems to me to limit greatly the possibility of picking up change. A 
few studies did however allow for a change of constructs. Tippett 
(1959) for instance administered the Repertory Grid to patients in 
psychotherapy at 3-month intervals. She found that the verbal 
designation of constructs changed as well as the way in which people 
were evaluated on these constructs. Which constructs changed 
depended on whether the therapist emphasized past or present. If the 
therapist emphasized the past, the constructs formed on figures 
important in early life were changed, if the therapist emphasized the 
present, constructs formed on figures who played a role later in life 
were changed. 

As emphasized by Bannister (1967) no one Repertory Grid can 
sample the whole construct system of an individual and therefore a 
particular Grid is devised to sample a subsystem. For one thing, a 
person could be asked to elicit constructs from a group of objects 
(paintings or sculptures for instance) or situations (a frightening 
situation, a happy situation, etc.) or events (your marriage, the birth 
of your sister, etc.). In the case of people, the construct system may be 
different depending on which people are selected. I therefore chose 
the ‘elements’ (the people being compared in repertory grid jargon) 
in functions of the particular area I wanted to investigate bearing in 
mind the fact that I wanted the grids to be small enough not to be 
too tiresome to complete. I chose the following seven elements: 


t. Yourself 
2. Your mother 


What I want to study and how I go about it 71 


Your father 

Your husband 

a person you consider very motherly (to be named) 
a person you consider very immature (to be named) 
your notion of the ideal mother 


yay ee 


Elements 5 and 6 are meant to provide similar categories for everyone 
while cliciting relevant constructs. I do not plan to look at these 
particular elements in themselves. With element 7 I stressed that 
what I wanted was a personal conception of what a mother should 
be like rather than a stereotyped cultural notion. 

Once the seven elements had been named, I elicited constructs by 


the method of triads described earlier. The person is asked to think of 
ee elements presented are similar to 


a way in which two of the thr 
each other and different from the third one. Since I was focusing on 


self-concept, rather than choose triads at random, I decided to select 
all the triads which included the self as one of the elements. With six 
elements (excluding the ideal mother), the number of combinations 
is ten. In addition to this I asked each woman what she felt was the 
most important quality for a mother. This provided the eleventh 
construct which I will refer to as the ‘maternal construct’ or the 
‘motherhood construct’. In contradistinction to the others, it re- 
mained the same throughout the testing sessions in order to help me 
identify change over time in the grid. I emphasized each time that 
this was what they had said was the most important quality for a 
mother. They would thus more likely use the word in that sense 
again. A change in meaning of motherliness could be picked up from 
the constructs associated with this one.? 

Once the constructs had been elicited, the woman was asked to 
rank the seven elements on each one of the eleven constructs. Rank 
ordering, I felt, would be more meaningful than rating on a five- 
point scale, for instance (it makes more immediate psychological 


maternal construct would have changed had I 
d the change in meaning from the constructs 
I emphasized each time that it refers to the 
most important quality for a mother means that whatever the term used it 
would refer to this. One woman asked if she could use a different word to 
describe the most important quality for a mother. I asked her to use both the 
new and the old one. On analysing the grid I found that it made very little 


difference to the total picture. 


1 It could be argued that the 
allowed this. I hoped to recor 
associated with it. The fact that 
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sense to say that X is kinder than Y than to say that X rates four on 
kindness). 


DRAWING COMPLETION TEST 


The Repertory Grid will allow me to identify processes of change in 
relation to significant others and provide information on women’s 
conception of motherliness during pregnancy and postpartum. 

I now needed a way of understanding women’s feelings about their 
femininity and somehow measure changes in sense of femininity. 
This is no easy task since practically all so-called masculinity-femi- 
ninity tests tap socially defined femininity and masculinity (in Gough’s 
Brief Femininity Scale for instance, if you prefer a shower to a bath 
you are seen as more masculine). 

The only test I came across which differed from this and made a 
claim to be culture-free was the Franck Drawing Completion Test. 
According to Franck, the FDCT taps the more latent aspects of 
masculinity and femininity and, in particular, aspects of the body 
image (see end of Chapter 2). Since this test does discriminate 
between men and women and yet does not relate to masculinity- 
femininity tests tapping attitudes, and since it involves drawings 
rather than words, its claim to relate to body image seemed plausible 
and the test suitable for my purposes. 

The Franck Drawing Completion Test is made up of thirty-six 
incomplete drawings which the person is asked to complete any 
way they like. Each drawing is scored male or female according to 
two sets of criteria. The number of female scores constitutes an 
individual’s score. As there are thirty-six drawings, an individual’s 
score can range from nothing (most masculine) to thirty-six (most 
feminine). One set of criteria refers to formal properties of the draw- 
ings. Drawings scored female are those which are for instance inter- 
nally elaborated, or left open, or rounded, or made into two separate 
units. Drawings scored male are those which are for instance ex- 


panded outward or upward, or closed off, or angular, or protruding. 
The other set of criteria refers to the content of 


the drawings. 
Furniture, windows, doors, houses, 


human figures and ‘passive 
eae : Š > 
containers’ (i.c. containers and objects capable of movements with 


outside assistance only such as kites, vases, sailboats, etc.) are scored 
female. Tall buildings, tunnels, bridges, ‘active containers’ (i.e. con- 
tainers and objects capable of motion or locomotion without further 
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aid from without such as ships, cars, etc.) are scored male. These 
criteria were developed empirically by Franck who administered a 
very large number of tests to men and women and noted which 
properties distinguished their drawings. Like Erikson’s findings 
concerning boys’ and girls’ play constructions, Franck felt that there 
was a correspondence between these spacial relations and the mor- 
phology and modes of function of the sex organs, that is, “exterior 
location and intrusive mode in the male, and interior location and 


Scored:Male Scored:Female 


Scored:Female 


Scored:Male 
Figure 2: Example of scoring on Fra 
(Franck, 1946). Actually, when faced 
with the drawings, scoring is not so clear-cut and I spent a lot of 
time combining and elaborating the two existing manuals. The tests 
were then scored by myself and another psychologist, A. Ostell, 


i . . . . 1 
independently. Our scoring was sufficiently similar. j 
Most researchers using the Franck Drawing Completion Test 


administered it once and looked at how this measure related to other 
variables. There has been a less frequent attempt to look at this mea- 
Sire OF masculinity-femininity in developmental terms. Lansky in 


1 Inter scorer reliability: r = 0-84- 


nck Drawing Completion Test. 


; : i 
inceptive mode in the female 
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particular concluded that ‘it is quite likely that sex-role identifica- 
tion — at least as measured by standardized tests - may not be quite 
as stable as our theoretical models would suggest’ (1964). He got 
interested in the vicissitudes of sex role identification in adults, 
‘particularly as these changes are reactions to the development of 
the children and thus bring about changes in parents’. He found 
that the relationship between scores obtained by mothers and by 
fathers, or between these scores and other variables, varied systemati- 
cally in families with different structures (sex and number of children). 
For instance, in families with all girls, he found that the older the 
eldest daughter was, the more masculine the mother’s Drawing 
Completion Test score was. 

I hoped that my own use of this test at different times during the 


childbearing period would further our understanding of changes in 
sense of femininity. 


TAT 


Finally I wanted a measure of acceptance of pregnancy which was 
free from a socially desirable answer. The Thematic Apperception 
Test (TAT) is a ‘projective test’. It is composed of fairly ambiguous 
pictures around which the person is asked to invent a story. The 
analysis is done in terms of the wishes, fears and conflicts projected 
onto the pictures and of the details of the picture which are not 
perceived or misperceived. One of the cards depicts a country scene 
with two women and a man. One of the women is young and carries 
some books under the arm. The other woman is older and pregnant; 
she is leaning against a tree. The older woman is not always reported 
to be pregnant. The perception of the pregnancy by a pregnant 
woman might well say something about the woman’s acceptance of 
her own pregnancy. This idea is given some support by two different 
studies. Davids and DeVault (1962) using this test in their research 
showed that pregnant women who are ‘selectively tuned’ to per- 
ceiving cues suggestive of pregnancy in ambiguous stimuli (that is 
who perceive the older woman as pregnant) appear to experience 
little difficulty with the process of childbirth. Of the fifty-three 
women who later had normal delivery room records, 60% told a 
story during pregnancy involving the perception of a pregnant 
woman as opposed to 21% of the twenty-eight women with abnor- 
mal delivery room records. The likelihood of finding such a diff- 
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erence by chance alone is less than 1 in 1000. In his study of married 
and unmarried primiparae, McDonald (1965) found that a greater 
percentage of married women perceived the woman as pregnant 
than unmarried women. The likelihood of obtaining such a difference 
by chance was also small in this case (less than 1 in 100). However he 
found that, in the case of unmarried women, a certain amount of 
repression and denial (expressed through the non-perception of the 
pregnancy on the card) was probably adaptive. In this group, the 
women who had normal deliveries tended to see the woman as 
pregnant on the TAT card less often than did those who had ab- 
normal deliveries. This idea was confirmed by the fact that these 
unmarried women who belonged to the normal delivery group 
relied more on repression and denial as measured by Byrne’s Re- 
pression—Sensitization scale than those belonging to the abnormal 
delivery group. Byrne’s scale distinguishes between people who tend 
to deny problems and difficulties and people who ruminate excess- 


ively over them. 
n and denial in mind I decided to define 


With this idea of repressio 
acceptance of pregnancy as the perception of the older woman as 
pregnant on the TAT card. Since, in my sample, all the women 
epression and denial would not be 


were married, I surmised that r 
adaptive. It would reflect the wish not to be pregnant or a great deal 


of conflict over the pregnancy. a 
Davids and DeVault and McDonald administered this test when 


the women were about seven months pregnant. I decided to do the 
same. This will allow comparisons of my data with theirs. At this 
time, body changes are quite considerable but the actual delivery is 
not yet impending. The actual instructions were: I would like you 
to tell me a story connected with this picture. It need not be very 
long, but should have a beginning and an end A i 
The different methods I have just described (Repertory Grid 
Technique, Franck Drawing Completion Test and TAT card 7) are 
chosen in an attempt to capture the adaptive and maladaptive 
processes in women with the birth of their first child. In order to 
identify different patterns of change in women whose psychophysical 
adjustment is satisfactory from those in women whose psychophysi- 
cal adjustment is deficient, it is now necessary to describe the criteria 


that were chosen to measure adjustment. 
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B. Criteria of adjustment 


Psychoanalysts have emphasized how conflicts and difficulties can 
manifest themselves in many different ways both emotional and 
somatic. The mode of expression may depend on the particular 
conflict and may be a symbolic representation of it or on certain 
constitutional weaknesses of the person or on a combination of these. 
They have shown that if you remove a symptom without resolving 
the underlying conflict, a different symptom will most likely develop. 
It is with this conception of the person as a totality that I felt it would 
be important to explore the different ways in which women might 
express their conflict over childbearing and the different difficulties 
experienced which would affect their fecling about childbearing. 
I wanted to cover the pregnancy period, the labour and delivery aad 
the postpartum period. I also wanted to cover both the women’s 
subjective feelings and some more objective aspects of their child- 
bearing. Finally I felt it was important to get some assessment of the 
mother-baby relationship. I hoped that these different areas would 
cover all possible difficulties. I could then identify a ‘very healthy 
group’, free from any difficulties. Once this group has been identified 
it will be possible to see if healthy pregnancy and childbirth sets in 
motion the processes I hypothesize. It is possible to combine such 
different sorts of criteria since no causal explanations are sought. 
Indeed what I am saying is that it is important to consider the person 
as a whole and therefore when one talks about difficulties it is neces- 
sary to consider all possible sorts of difficulties. I am not saying that 
a difficult delivery for instance is caused by a particular conflict 
or that a difficult delivery causes a particular conflict postpartum. 
There is most probably an interaction between the two. Neither am 
I attempting to separate out physiological or hormonal from psy- 
chological elements in a postpartum depression. Here again there is 
probably an interaction. What I am trying to do is to identify the 
adaptive and the maladaptive processes accompanying childbearing. 


DOCTOR’S REPORT 


The women’s obstetricians were given a form to complete for each 
woman. This form is divided into three parts relating respectively to 
pregnancy, labour and delivery, and health of the baby (see Figure 3). 


Each of these sections ends with a three-point scale on which the doc- 
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tor rated the woman for adjustment and a space in which he can 
write the reason he chose this rating. A score of 1 reflects a healthy 
adjustment, 2 reflects mild difficulties and 3 severe difficulties. These 
scales are very crude but sufficient to identify those women who ex- 
perienced no difficulties at all. They were the ones who were given a 
score of 1 on all three scales. Other details such as length of labour, 
weight and sex of the baby are also recorded on this sheet. 


DEPRESSION SCORE 


As mentioned in Chapter 2, Brice Pitt devised a questionnaire 
(sce Figure 4) to identify women who suffer from postpartum de- 
pression. Most questionnaires rely on relative scores between subjects 
which means that for instance a person will be rated as more dis- 


turbed than another one if he has a tendency to give high ratings 

generally, or less disturbed than another if he has a tendency to 
See es / 

he great advantage with Pitt’s question- 


minimize his difficulties. T] 1 ; 
naire is that each woman is compared with herself rather than with 


another woman. The questionnaire is given once in late pregnancy 
and once postpartum. Pitt found that for most women the scores 
tended to drop after the birth of the child, in other words that they 
gave evidence of having more symptoms and fears during pregnancy 
than postpartum. Those women who presented the reverse pattern, 
that is who gave evidence of more symptoms and anxieties postpar- 
tum, turned out, on interview, to present clinical signs of ae 
depression, which was not true of the former women. eS 
what is important here, is not the score obtained bya Foron se the 
initial test (it may be low or high) but whether it increases or ee 
Postpartum, Apart from it making more sense Ad compare a 
woman with herself than with another woman, this is more in line 
with the idea of process which my study is all about. Indeed = 
is no such thing as x amount of depression; what is any is es 
a person feels at one time in relation to how he or she feels mid her 
time. Any increase in score from time 1 to time 21 Seon 5 | i 
reveal some difficulty although Pitt considered LS ee fe “ane 
only to be a sign of postpartum depression. He een : F T i 
whose scores increased by less than 6 pomts E a Coupee Ee 
However, as I explained earlier, I wanted to de xy a very 2 is 
group and therefore I deemed even possible or mild depression to 


relevant. 
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BABY QUESTIONNAIRE 


This questionnaire, actually called the N eonatal Perception Inventory, 
described in Chapter 2, gives an idea of how a woman feels about her 
child and how she feels he or she compares to the average baby. It 
comprises two sets of five scales (see Figure 5). One set refers to 
‘the average baby’; it is given first. The other refers to ‘your own 
baby’. The differential score gives a measure of the mother’s evalua- 
tion of her baby. This test thus taps some aspects of the complex 
interaction between mother and child. On the one hand, it relates to 
the child’s actual behaviour (crying, vomiting) which will, in part, 
reflect the interaction between them; on the other hand it relates to 
the mother’s perception of his or her behaviour which is coloured 
by her feelings about the baby and about herself. Since these women 
are having their first child and often have little experience with babies, 
the differential score should, in large part, reflect their personal 
feelings about the baby. So here again no causal relationship is 
stipulated but the mother’s perception of her baby should relate to 
the complex interaction between mother and child. Whether the 
child is actually experiencing difficulties, either for constitutional or 
for environmental reasons, or whether the mother perceives him or 
her as problematic, all we can say is that there is a problem here. 
Balint (1968) has emphasized the need to look at both partners and 
the ‘fit’ between them. “The cause of the early discrepancy may be 
congenital, i.e. the infant’s biopsychological needs may have been 
too exacting ... or may be environmental such as care that is in- 
sufficient, deficient, haphazard, overanxious, overproductive, harsh, 
rigid, grossly inconsistent, incorrectly timed, over-stimulating, or 
merely un-understanding or indifferent. As may be scen I put the 
emphasis on the lack of “fit” between the child and the people who 
represent his environment.’ In other words the same woman may be 
a good mother to an active lively child and not be able to deal with 
a more passive and unresponsive child who makes her feel unwanted 
for instance. To come back to the questionnaire, the woman who 
says that her child is worse than average is also saying something 
about her inability to tolerate the child’s crying, vomiting, etc., 
as well as about the child’s difficulties. 

This criterion is scored positively (healthy adjustment) when the 
difference between own baby and average baby is positive, i.e. when 
own baby is seen as better (however slightly) than the average baby. 
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The assumption behind this is that a positive evaluation of the baby 
is part of the healthy adjustment to motherhood. The mother needs 
to feel that she has produced something ‘good’, for a positive rela- 
tionship to develop between mother and baby. 


INTERVIEW 


Interviews accompanying each testing situation formed an important 
part of the overall research design. They were vital in creating a 
relationship which allowed the women to share their experience with 
me. They were also designed to record factual information, as well as 
allow each woman to bring to the fore the problems and feelings 
which most preoccupied her. Although this information did not have 
a role to play in the main hypotheses I hoped that these interviews 
would provide material for the exploratory aspect of this study. The 
interviews combined both the area of processes of change and of 
criteria of adjustment. The former refers mainly to such things as 
breast-feeding and sex of the baby. A prospective study is appropriate 
for studying changes in feelings, the working of memory and ra- 
tionalizations as well as the effect of additional conflict. For instance, 
a woman cope with having a baby girl when she wanted 
e her mind about breast-feeding after the 
birth of the baby? Some of the questions I asked also related to 
adjustment, albeit in a looser way than the criteria previously de- 
scribed. For example, I asked each woman at the last interview to tell 
me what was the one thing that stuck most in her mind from the first 
time I saw her until now. The women were often surprised by such 
a question, and uncertain of the kind of answer I expected. Precisely 
because I gave no clue about this, I could obtain an indication as to 
whether the experience had been felt to be predominantly positive 
or negative. I could also record which aspect of the process had been 


most important. 
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Summary of the research procedure 


(a) Pregnant woinen 


10 weeks before 


e ks 
Time of contact 74 Hosts expected date of Delivery ea 
of pregnant delivery postpartum 
Type of Data 
Interview Interview Interview 
Processes Grid Grid Grid 
Franck Draw- Franck Drawing Franck Drawing 
ing Completion Completion 
Completion Test Test 
Test 
TAT card 7 
Criteria Depression Doctor’s Depression 
questionnaire report questionnaire 
Baby 
questionnaire 
(b) Non-pregnant women 
Time of contact Xx X + 15 weeks X + 35 weeks 
Type of data 
Interview Interview Interview 
Processes 
Grid Grid Grid 
Franck Franck Franck 
Drawing Drawing Drawing 
Completion Completion Completion 
Test Test Test 


TAT card 7 


... The moment the membranes were cut, the contractions began in 
earnest. Three or four student nurses whipped me on to a stretcher and 
wheeled me into the delivery room, a large bare room next door that 
looked like any operating room. Here they more or less assisted me 

on to the table and strapped down my wrists. I protested again. 

They said it was to keep my hands off the sterile sheets. I privately 
thought I had enough self-control to keep my hands where they 
belonged, but I let them strap me down anyway. My legs were lifted on 
to two metal supports; they were beginning to feel crampy, and I asked the 
doctor to rub them, which he did. That was my only real discomfort, 
and it went away as soon as my legs were properly supported. 

By this time I knew I could not have a sedative; the doctor had 
told me there would not be time enough for it to work, and because gas 
is almost instantaneous, he had called in an anaesthetist, a jovial chap, 
who patted my hand and asked me coaxingly if I wouldn’t like ‘just 
a little whiff”. This annoyed me very much, but I realized that everyone 
thought I was in agony; even the doctor had remarked, ‘She must be in 
real pain now’, at just about the time the pain stopped. 

Someone switched on a dazzling light overhead; there was a mirror 
diagonally above me in which I could have seen myself if I hadn't 
been afraid to try. Below this mirror was a ring of bent-over doctors 
and nurses in masks, just like a movie. For a moment it seemed so unreal 
I almost laughed. Then there came an enormous contraction; I let go and 
hung on and pushed, and felt the baby come halfway out — and stop. 

“Wouldn't you like just a little whi now?” the anaesthetist pleaded. 

‘No, Leave me alone’, I said, waiting for the next contraction. 

“It’s going to hurt,’ the doctor said. 

‘It feels fine’, I said. 

“Take some gas. I have to get this little girl out of here,’ he said. 

“But it doesn’t hurt’, I said. 

It will hurt, he shouted. I remembered that Dr Read said most 
unenlightened doctors carried on in just this way, and I stuck to my 
guns. ‘Take some gas — it’s for the baby’s sake’ the doctor said finally. 

‘Just a whiff’ said the anaesthetist, slipping a mask over my face. 

O.K. I thought, if it will please you, just a whiff. As he clamped the 
mask down I knew he meant to put me out, and I thought to myself: 

A real sell. I've been had. 

“Stuck halfway’, the doctor said from a distance. 

I twisted my face away from the mask. ‘If you'd just let me push,’ I 
said with painful articulation. 

“You'll push anyway’, he said, and then, as I weit under, I thought: 
Of course — he has to cut me. Why on earth didn’t he say so? . . . 


I asked to see Nick; the doctor, who was on his way out (back to his 
party?) told me I could not go down just yet but that he would tell Nick 
everything was all right. I thanked him as best I could; I guess we were 
still a little angry at each other over the anaesthetic business. But I 
realized suddenly that I was being ungrateful; that, in spite of being 
annoyed because he had not forewarned me about the cutting, I was glad he 
had been there and could not have gone through with it alone. 

Perhaps that seems rather obvious, but in the exalted state I was then in 
I was so proud of myself for having done well that I felt as if I had done 
it all. And then suddenly he was just a tired man going home at 
midnight after a long day’s work, and I wished I had been able to tell 
him what his work meant to me . . . Abigail Lewis 


Chapter 4 
What I found 


1. What is normal pregnancy and childbirth? 


I would like to talk first about the kinds of difficulties encountered by 
the women in my sample. In the previous chapter I described three 
‘criteria of adjustment’ aimed at picking up on any problem a woman 
might encounter during the period I was studying. Two of the mea- 
sures are self-report measures (i.c. filled in by the women themselves) 
and one is given by the obstetrician. 

The highest proportion of difficulties was reported by the obste- 
trician in regard to somatic difficulties during pregnancy, difficulty 
with labour and delivery, problems with the baby. More than half 
the women had at least one symptom reported on their sheet - to 
be exact twenty-eight out of the fifty-one women (55%). Out of 


these twenty-eight women, four had symptoms on more than one of 


the three scales. 

The proportion of diffi 
Eighteen women (35%) 
baby and seventeen wome 
10 weeks postpartum — roug 


culties is similar for the other two criteria. 
showed some sign of difficulty with the 
n (33%) were at least mildly depressed 
hly one-third of the sample in both cases. 


DOCTOR'S SHEET 
t the specific difficulties encountered. Most 


Let us look more closely a ff 
by the obstetrician referred to the labour 


of the problems reported 
and delivery. 


The most frequent difficulty was uterine inertia and forceps 


delivery. There were three breech deliveries (when the baby is in 
the bottom first position which makes birth more difficult) and one 
caesarian section. Other difficulties were: postpartum haemorrage 
(bleeding) of 800 ml; labour induced for mild toxaemia; long labour 
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and forceps delivery due to a large baby; hypotension during labour 
and use of forceps. 

The average length of labour for this group of women was just 
under 15 hours (the shortest labour was 4% hours, the longest 344). 
The average length of the first stage of labour was just over 13} 
hours. 

The most frequent symptom reported during pregnancy was 
hypotension, then came vaginal bleeding, then anaemia and oedema 
(Auid retained in the tissues) and finally urinary infection. Symptoms 
in the infant were such things as sticky cye (infection in the eye 
causing the eyelids to stick together); clicking of hips (baby born 
with a hip joint which does not articulate normally); baby small for 
dates; baby irritable for a few days postpartum; rash; baby febrile; 
baby slightly cyanosed at birth. 

These various symptoms were gencrally given a rating of 2 on the 
three-point scales. In only three cases were there extreme ratings. 
One was the caesarian delivery. The two others were cases where the 
woman’s fear was mentioned. One of them was given an epidural 
injection (injection of anaesthetic which numbs the lower part of the 
body), the other a general anaesthetic. These were the only cases 
where the woman’s emotions were mentioned. 

A rating of 2 on any of the three scales classed a woman amongst 
the women who had difficulties according to the doctor’s criterion. 
Mrs Tisman! for example (sce Figure 3) is one of them. These 
measures, as I pointed out earlier, are very crude but sufficient in 
that I am only distinguishing two groups of women, those with even 
minor problems and women with no difficulties at all. Since a num- 
ber of different doctors were involved in the ratings, only such a 
crude measure would be acceptable in any case. 


DEPRESSION QUESTIONNAIRE 


One-third of the sample gave some evidence of depression 2-3 
months after the birth of the baby. Depression is used here as a short- 
hand term since anxiety and somatic manifestations are included 
(Pitt whose test I used calls it ‘atypical depression’). Depression is 
defined by an increase in score on the questionnaire after the birth 


1 For reasons of discretion names and certain other personal details have been 
changed. 
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Date: Mws TISMAN time: preparhwn Confidential 


We are asking you these questions in order to find out how you 
feel about things during this time of having your baby. We want 
your answers to tell us how you feel at_the present time, that is 
today, or over the past few day 


Please read the questions carefully 
and honestly a 
round your own answer. y 
may put a circle round "Don't kno 


Yes" or "No" putting a circle 
y cannot make up your mind you 
but try to avoid this if you can. 

Don't spend too much time on any one question, but please don't 
miss any out. After you have finished the questions you are invited 
to write a few of your own words about the way you feel in the blank 
space at the bottom of this form. 


At the present time - 

1. Do you sleep well? Ye.) W Hente iow 

2. Do you easily lose your temper? Ged a ee ESON 
3. Are you worried about your looks? (Yes) No Don't know 2 
4. Ilave you a good appetite? Cics) No Don't know 
5. Are you as happy as you ought to be? (Yes) N Don't know 
6. Do you easily forget things? cs © Don't know 

ý 


At the present time - 
7. Mave you as much interest in sex as ever? 
8. Is everything a great effort? 
9. Do you feel ashamed for any reason? Don't know 
10. Can you relax easily Don't know 


Wo) 
Go 
No 
11. Can you feel the baby is really yours? Don't know 
12. Do you want someone with you all the time? Yes Don't know 
At the present time - 
13. Are you easily woken up? 


14. Bo you feel calm most of the time? 
15. Do you feel that you ure in good health? 


Don't know 2 
Don't know 


Don't know 2 
Don't know 
Don't know 


16. Does food interest you less than it did? Don't know 2 
17. Do you cry casily? Don't know 2 
18. Is your memory as good as it ever z Don't know 
At the present time - 

19. Have you less desire for sex than usual? Don't know 2 
20. Have you enough energy? Don't know 2 
21. Are you satisfied with the way you're 

coping with things? Ces No Don't know 
22. Do you worry a lot about the baby Cis% No Don't know 2 
23. Do you feel unlike your norm: elf? (Ye) No Don't know 2 
24. Do you have confidence in yourself? es) No Don't know 


Is there anything you want to add about your feelings at the moment? If 


so please write it here. 
“Foto 


relative to before.! Mrs Tisman’s score (sce Figure 4) is higher 
postpartum than prepartum (the score prepartum is eighteen; the 
score postpartum is thirty-two)?. Postpartum, in addition to the 


1 Brice Pitt used a stricter criterion than I did. He only classified as depressed 
those women whose score increased by more than six points after the birth 
of the baby. I, on the other hand, considered together any increase in score. 
Here again I am concerned with even minor difficulties. 

2 Brice Pitt’s scoring procedure: ‘The pattern of morbid answers is easily re- 
membered, viz: 

Ist 6 questions: No, Yes, Yes, No, No, Yes 


Figure 4 
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bate: MWS TISMAN time : Post þaxhum Confidential 


We areʻasking you these questions in order tc find out how you 
feel about things during this time of having your baby. We want 
your answers to tell us how you feel a -P €, that is 
today, or over the past few days. 

Please read the questions carefully and then answer as frankly 
and honestly as you can. Just answer "Yes" or "No" putting a circle 
round your own answer. If you really cannot make up your mind you 
may put a circle round “Don't know", but try to avoid this if you can. 


Don't spend too much time on any one question, but please don't 
miss any out. After you have finished the questions you are invited 
to write a few of your own words about the way you feel in the blank 


space at the bottom of this form. 


At the present time - 

1. Do you sleep well? 
Do you easily lose your temper? 
Are you worried about your looks? 
Have you a good appetite? : 
5. Are you as happy as you ought to be? 
6. Do you casily forget things? 


z 


Don't know 
Don't know 
Don't know 2 
Don't know 2 
Don't know 
Don't know 2 


OK 
56 


CHO 220) 


P 
a 


At the present time - > Cai 

7. c you as much interest in sex as ever: Yes 
8. Is everything a great effort? Á 
9. Vo you feel ashamed for any reason? 
an you relax easily? 


an sel the baby is really yours? 
Hae : ou all the time? Yes 


Don't know 2 
Don't know 
Don't know 
Don't know 2 
Don't know 
Don't know 


zi 
5 


ll. 
12. Do you want someone with y 


@ 


A 


the present time - K 
13. Arc you casily woken up? 


14. Do you feel calm most of the time? 2 
3 you are in good health? 


t you less than it did? 
17. Do you cry casily? 
18. Is your memory as g00 


Don't know 2 
Don't know- 
Don't know 

Don't know 2 
Don't know 
Don't know 2 


Eses 


zE 
@: 


d as it ever was? To: 


z 
lo 


Don't know 2 


At the present time - 
9 
19. Don't know 2 


Have.you less desire for sex than usual? Ces) 

Have you enough energy? ee 

Are you satisfied with the way y £ 
á coping with things Don't know 2 

Do you worry a lot about the baby? Cey y Don't know 2 

Do you feel unlike your normal self? Ged No Don't know2 


Do you have confidence in yourself? Yes Go) Don't know 2 


009 


Is there anything you want to add about your feclings ut the moment? 1f 


so please write it here. Ta ea 


Figure 4 continued 


problem areas she mentions the first time, Mrs Tisman mentions a 
poor appetite and bad memory, a difficulty to relax, be calm, have 


confidence in herself and cope with things. 


An example of a very large increase in depression score is Mrs 


Yes, Yes, No, No, Yes 
3rd 6 questions: Yes, No, No, Yes, Yes, No 


4th 6 questions: Yes, No, No, Yes, Yes, No v 
A morbid answer scores two points, “Don’t know” one, and a healthy answer 


nothing. The maximum score is forty-eight points.” 


2nd 6 questions: No, 
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Ramsey. Her score increases by twenty-four points.! The problems 
reflected in such an increase, she describes in her own words: ‘I feel 
confused most of the time — with thoughts of birth and life in 
general. .. . I think of the miracle of life: how something can come 
out of nothing. It’s not a pleasant feeling’. Other women have ex- 
pressed similar concerns but have not described it as unpleasant. 
She feels she cannot cope with things and fears to be on her own with 
the baby. 

What areas of difficulty are in fact being tapped by the ques- 
tionnaire? A ‘principal component analysis’ is a statistical analysis 
which enables one to find out which questions ‘clump’ together and 
which clusters of questions are more important for a particular group 
of people. During pregnancy, the most important cluster referred to 
confidence and anxiety. Questions such as ‘Do you feel calm most of 
the time?” (Question 14) and “Do you have confidence in yourself?” 
(Question 24). The second most important cluster related to sex: 
‘Have you as much interest in sex as ever?” (Question 7), ‘Have you 
less desire for sex than usual?’ (Question 19). The third component 
related to what I called ergic tension: ‘Do you easily forget things?” 
(Question 6), ‘Is your memory as good as it ever was?” (Question 18), 
‘Have you enough energy? (Question 20). 

Postpartum the most important cluster refers to confidence: ‘Do 
you have confidence in yourself? (Question 24); anxiety is less 
relevant now. The second cluster relates to sex again but also this 
time to food (‘Does food interest you less than it did? — Question 16) 
and to shame (‘Do you feel ashamed for any reason?’ Question 9). 
The third cluster is quite different. It relates to the acceptance of 
motherhood: ‘Can you feel the baby is really yours?’ (Question 11) 
and ‘Do you want someone with you all the time?” (Question 12). 

The main differences between pregnancy and postpartum are the 
association of shame, sex and food on the second component post- 
partum and the composition of the third component which refers to a 
relationship postpartum, the feeling of being a mother and of coping 
with the situation and being the responsible one. Also, whereas before 
the birth of the child the area of main concern involved anxiety as 
well as self confidence, after the birth of the child, when the women 
are no longer anticipating a situation but are actually confronted with 
it, self confidence remains important but anxiety is no longer very 


1 Since a morbid answer scores two points, this means that twelve more ques- 
tions give evidence of difficulties postpartum. 
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relevant. This makes sense if we think of anxiety as a state in which 
a danger, particularly an unknown one, is anticipated. 


To sum up: 


Pregnancy Postpartum 
Component 1 Anxiety and confidence Confidence 
Component 2 Sexual interest Drives (food and sex) 
and shame 
Component 3 Memory and energy Acceptance of 
motherhood 


During pregnancy more than half the women said they were easily 
woken up (Question 13), that they cried easily (Question 17), that they 
had less desire for sex (Question 19) and not enough energy (Question 
20). Postpartum more than half the women were worried about their 
looks (Question 3) and were easily woken up (Question 13). 

The main shifts for this sample are as follows: after the birth of the 
child many women become more interested in sex, find they do 
not cry so easily and find that they are more like their normal self. 
The latter is interesting. More women feel unlike their normal self 
during pregnancy than after the birth of the baby - a conception of 
pregnancy as an abnormal state since the question is not Do you feel 
unlike your usual self? but ‘Do you feel unlike your normal 
self?’, I should imagine that this response is at least in part culturally 


determined. 


BABY QUESTIONNAIRE (Neonatal Perception Inventory) 


Just over one third of the women gave evidence of some difficulty 
with their baby. This is defined by a worse rating for ‘own baby’ than 
for ‘average baby’. : 

Mrs Millard, for example, had an casy labour and delivery though 
she had to be induced for postmaturity. She was disappointed when 
the doctor said she would have a large baby as she would prefer a 
little one: ‘the little ones are more cuddly — you miss out if they are 
big’; she had worked as a nurse with premature babies and ‘loved the 
babies there’. With all this concern about prematurity and post- 
maturity, I found it amusing when, as I arrived for the last interview, 
she said to me: ‘you're dead on time (reminding me of Mrs Temple 
who grected me in late pregnancy with ‘you haven’t changed’). 

Mrs Millard rated her baby as having more difficulty than the 


90 The Birth of a First Child 


AVERAGE BABY Ms Millai, 


Although this’is your first baby, you probably have some ideas of what 
most little babies are like. Please check the blank you think best 
describes the AVERAGE baby. 


How much crying do you think the average baby does? 


a great deal a good bit moderate amount very little none 2 


How much trouble do you think the average baby has in feeding? 


a great deal a good bit moderate amount very little none 3 


How much spitting up or vomiting do you think the average baby does? 


y 


a great deal a good bit moderate amount very little none = 


How much difficulty do you think the average baby has in sleeping? 


v 
a great deal a good bit moderate amount very little none + 
How much difficulty does the average baby have with bowel movements? 
a great deal a good bit moderate amount very little none 2 


How much trouble do you think the average bal 


by has in settling di 
predictable pattern of eating and sleeping? B Couns £08 


v 


a great deal a good bit moderate amount very little 


none 


“Tota Is 
Average bay minus your baby = 15-20 = C=) 


Figure 5 


average baby in the areas of crying, vomiting, bowel movements 
and settling to a pattern. The total score was negative (see Figure 5) 
Mrs Millard breast-fed her baby for two weeks but ‘he wasn t satis- 
fied; he cried every two hours’. She is disappointed because he is not 
a ‘good baby’ and hadn’t expected him to be so ‘naughty’. She ex- 
perienced difficulty with food herself: throughout pregnancy she 
vomited and this continued even after the baby was born. Just as she 
expected her baby to be a perfect baby, this woman expects herself to 
be a perfect mother; being a good mother to her implies ‘not en- 
joying myself’ and not ‘being interested in life’! Mrs Millard’s 


1 These are descriptive terms given on the grid. 
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YOUR BABY MWS Millavd 


You have had a chance to live with your baby for about 2 months now. 
Please check the blank you think best describes your baby. 


How much crying has your baby done? 


MA 
a great deal a good bit moderate amount very little none a 
How much trouble has your baby had feeding? 
v 
a great deal a good bit moderate amount very little none 3 
How much spitting up or vomiting has your baby done? 
s 2 


a great deal a good bit moderate amount very little none 
How much difficulty has your baby had in sleeping? 


v 2 


a good bit moderate amount very little none 


a great deal 


How much difficulty has your baby had with bowel movements? 


5 mm Y 


a great deal a good bit moderate amount very little 


How much trouble has your baby had in settling down to a predictable 


pattern of eating and sleeping? 
v 


moderate amount very little none 


Tota 20 


——— —ra 
a great deal a good bit 


Figure 5 continued 


he baby questionnaire seems to me to reflect a 


negative score on th ns : 
hip on a background of rigid expectations. 


problematic relations 


COMBINING THE THREE CRITERIA 
The relationship between these criteria is loose: this means that a low 
score on one of them does not predict a low score on the others. 
Therefore different areas of difficulties are being tapped as I had 
anticipated. The criteria served to form three groups: 


1. a well-adjusted group: wom 
of disturbance on any meas 


group (22%). Le N 
2.a ie tak ae group: women in this group showed evidence 


of disturbance on any one of the three criteria. There are twenty- 
> : 0, 
one women in this group (42%). 


en in this group showed no evidence 
ure. There are eleven women in this 
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3. an ill-adjusted group: women in this group showed evidence of 
disturbance on two or all three criteria. There are eighteen 
women in this group (36%). 


The women in each of these groups are broadly comparable in 
terms of age (mean age in all groups is 24) and length of marriage 
(mean length of marriage is 1-8 years in the well-adjusted group, 2+4 in 
the medium-adjusted and 1-9 in the ill-adjusted group). There is 
however a slight tendency for the ill-adjusted women, though the 
mean age is similar, to be cither younger or older than the women in 
the well-adjusted group; the youngest and the oldest women 
almost all belong to the two problem groups. Seven women are 
20 years of age or younger. Five out of the seven belong to the 
group encountering most difficulties, and the two others to the 
intermediary group. Of the five women in their thirties, two belong 
to the group with most difficulties, two to the intermediary group 
and one to the group without difficulties. This latter difference is 
probably only due to the difference in size of the groups. In the case 
of the younger women, however, there docs seem to be a difference 
worth noting - perhaps a greater susceptibility to experiencing 
difficulties. Since the women should be physiologically well fit for 
childbearing, it may be that they are not psychologically ready to 
have a child. The five women in the ill-adjusted group who were 20 
or younger all said at the first interview that the child was not plan- 
ned, three of them conceived before they were married. One of the 
two women in the medium-adjusted group said that the child wasnot 
planned (both these women were married). It is the combination of 
a conception before marriage (possibly precipitating a marriage which 
might not have taken place) and a young age which seems important. 
In the well-adjusted group two women were unmarried atthe time of 
conception but both of them were over 20 (one was in her thirties). 

The actual planning of the pregnancy does not seem important. 
Actually a higher proportion of women in the ill-adjusted group 
reported at the first interview that this pregnancy was planned 
(66%) than in the well-adjusted group (54%) or the medium-adjusted 
group (57%). The question of planning is complex. There is a 
difference between the woman who gets married and uses no contra- 
ception though she doesn’t particularly want a child at this time, 
and the woman who stops using an effective method of contraception 
1 As the data is incomplete for one woman the total sample is 50. 
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in order to conceive. Yet both might respond that the child is planned. 
What about the woman who is using a not very effective method of 
contraception? She might say that the child is not planned, and yet, 
she might in some ways have wished the child. I didn’t in fact 
systematically ask about contraception but a number of women 
conceived within a month or two of marriage which suggests that 
they were cither using no contraceptive measure or a very ineffective 
one; and yet when asked they said that this pregnancy was un- 
planned. In such cases it is difficult to say if it is a question of an 
‘unconscious wish to have a child’ or, more likely, in the case where 
it is not planned and there is no contraception, a sort of splitting off 
of sexuality from conception, or a denial of an internal reproductive 
system. Actual real lack of information seems fairly unlikely in this 
group of women. Perhaps saying that the pregnancy was unplanned 
in some cases reflected the feeling that they had not decided that it 
would be this particular month rather than the last or the next (which 
says something about the need to always be in control, even of our 
bodies, in our present culture). 

So I don’t think that to ask if the child is planned says very much 
about the wish to have a child though it may say something about 
what a person feels they ought to be saying - the more insecure 
women being more likely to say in doubtful cases that it was planned. 


Let us come back to the figures presented earlier: 22% of the women 
gave no evidence of difficulty around the time of childbearing. This 
means that 78% of the women presented some problem. In fact this 
is probably a conservative estimate if we consider the fact that the 
criteria refer to specific points in time. For instance, those women 
who were not depressed by the time of the last interview might have 
gone through a phase of depression earlier on. If we think of ‘nor- 
mality’ as referring to what is the norm, then we could say that it is 
normal to experience difficulties at this time. What it is probably more 
correct to say is that women are, at this time, ina state of particular 
stress and upheaval and therefore particularly sensitive to experiencing 
difficulties. It may not in any case be appropriate to talk about pathol- 
ogy if problems are so prevalent at this time. It is however important 
to compare those women who seem free from psychological and 
physiological difficulties with those who have the greatest difficulties. 
This will help towards an understanding of the processes involved in 
a healthy adjustment to the birth of a first child. As Maslow (1969) 
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points out, there is a place in psychology for the study of the healthiest 
people rather than of the average if we are to understand human 
potentialities. 


2. Changes in self-concept and perception of family members, 
changes in preoccupations 


For the purpose of clarity I will describe separately the changes in 
self-concept and perception of family members and in preoccupations 
which took place in the well-adjusted group of women and those 
which took place in the ill adjusted group of women. The statistical 
analysis was in fact done in terms of a comparison between these two 
extreme groups. 

Let me remind you briefly how I looked at these changes. Each 
woman was given a ‘Grid’ early in pregnancy, late in pregnancy and 
10 weeks after the birth of the baby (we will here be considering the 
first and last ones). Each Grid consists of descriptive terms chosen by 
a particular woman at a particular time and the rank ordering of seven 
people (self, mother, father, husband, a motherly person, an immature 
person, the ‘ideal mother’) on each of these personal descriptive terms. 
One of these descriptive terms refers to what the woman thinks is 
the most important quality for a mother (‘motherhood construct’). 

In the findings I will now present, I am interested in two main 
things: Firstly how a woman sees herself in relation to another person 
regardless of what terms she uses to describe these people (that is, 
how similar or different she thinks she is from this person at a particu- 
lar time) and how this changes over time; Secondly in what ways she 


perceives herself and others at a particular time (that is, what words 
she actually uses) and how this changes over time, how she tends to 
structure her environment and what motherliness means to her at 
different times. I will give examples of particular cases to illustrate the 
general processes I have found to be operating. I will also describe 
cases which did not follow these processes. 


A. WOMEN IN THE WELL-ADJUSTED GROUP 


The women in this group see themselves as more similar to their own 

mother after the birth of the child than they did early in pregnancy. 
This is as predicted. 

1 See the Appendix for the actual analysis, 
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Mrs King, a young woman of 24, only just married, described her 
mother, at the beginning of pregnancy, as ‘selfish’ and ‘ambitious’, 
‘inclined to spoil children too much’ and ‘doesn’t believe in punish- 
ing children’. She sees herself at this time as more easy-going and 
less selfish than her mother. After the birth of the child she now 
describes her mother and herself very similarly. Both are ‘concerned 
for others’, ‘careful with money’ and somewhat ‘overconcerned 
with children’. The change lies in her perceiving her mother and 
to some extent herself as much less selfish postpartum, and in the 
introduction of a new factor, the financial aspect. 

Inthe case of Mrs Rand, aged 23, married for nearly two yearsand 
like Mrs King involved in nursing, things are reversed. Early in 
pregnancy she describes herself as more selfish than her mother, as 
‘irresponsible’ but gifted with a ‘good sense of humour’; she sees 
her mother as patient, intelligent, commonsensical and hardwork- 
ing. After the birth of the baby, as with Mrs King, she and her 
mother move together but unlike her, she and her mother are now 
both seen as neither generous, commonsensical nor intelligent. 

In both cases, selfand mother become more similarafter the birth 
of the baby but in the first case Mrs King’s mother, from being seen 
in negative terms is now described more positively, whereas in the 
second case Mrs Rand’s mother becomes described more negatively. 
In both cases other factors appear or disappear; for Mrs King, being 
careful with money is important postpartum, for Mrs Rand, having 
a sense of humour ceases to be a factor of consideration. 


There is a problem, however, in that what I describe as a positive 
quality may not necessarily be what the woman herself considers to 
be a positive quality, or at least not when it comes to the area of 
motherliness. Furthermore, when I describe how a woman sees her- 
self or her mother I pick out the salient words (given by the statis- 
tical analysis) ; but there are other words which, though less important 
perhaps, go to make the total picture. For these reasons I introduced 
the notion of the ‘ideal mother’ - ‘your own personal view of a good 
mother’; this will enable me to talk about positive and negative eval- 
uation of self and mother in the woman’s own eyes. I can now refine 


1 When I describe how a woman sees herself and others I am referring to the 
two-component graph given by a principal component analysis. This 
graph gives a picture of the two main dimensions in which a person thinks 
and where he or she places people in terms of these two dimensions. See 
Graph 1 (page 69) for an example of a two-component graph. 


96 The Birth of a First Child 


the previous hypothesis. I predicted that: 

‘When a woman sees her own mother as a good mother} after the birth 
of the baby, whether or not this is the case during pregnancy, she 
describes herself and her mother as becoming more similar to each other 
after the birth of the baby. On the contrary, when her mother is 
described as a bad mother after the birth of the baby, whether or not this 
is so during pregnancy, she perceives herself and her mother as becom- 
ing more dissimilar after the birth of the baby. 

This prediction is indeed confirmed. This process occurred for 
eight out of the eleven women in this group. 

There are four different possible patterns. 


1. The woman perceives her mother to be a good mother both carly 
in pregnancy and in the postpartum period. She perceives herself 
and her mother to be more similar to each other after the birth of 
the child than during pregnancy. This is the most frequent pattern, 
followed by four women. 

Mrs Marshall belonged to this subgroup; both during pregnancy 
and postpartum her mother and the ideal mother (seen as ‘interested 
in the home’ and ‘not dominant’) are relatively similar; they be- 
come slightly more similar to each other in the postpartum period. 

2. The woman perceives her own mother to be a bad mother when 
she is first interviewed, but at the last interview she comes to 
sce her as a good mother with whom she identifies. This is the 
second most frequent pattern, followed by three women. 


Mrs Longman, an actress and singer in her mid-twenties very 
recently married, illustrates this process. Early in pregnancy she 
says that she ‘laughs at things’, ‘likes to tell jokes’, is ‘eccentric’ 
and ‘romantic’. Her mother she sees as ‘jealous’, ‘has more give 
and take’, ‘never classifies anything as “mine” in the family. 
In a sense, her mother is more involved in the family than she is. 
The ideal mother is placed between these two poles, but much 
nearer herself. After the birth of the baby, mother and ideal 
mother have come together and are now both described as 
‘homely’, ‘understanding’, ‘motherly’ and ‘loving’. Her percep- 
tion of herself is now more similar to that of her mother; this is 
due more to a change in her perception of her mother than of 
herself who she describes as ‘jovial’, ‘forward’ and ‘musical’, 


1 Statistically, ‘good mother’ means that the distance between mother and ideal 
mother is smaller than a random distance between two elements on the grid, 
‘bad mother’ means that the distance between mother and ideal mother is 
equal or larger than a random distance between two elements on the grid. 
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Mrs King described carlier also belongs to this subgroup. In her 
case the change in her perception of her mother is even greater; 
from being seen as selfish during pregnancy she is seen as con- 
cerned for others postpartum. 


3. The woman perceives her mother to be a good mother carly in 
pregnancy. However, in the postpartum period she now sces her 
as a bad mother from whom she becomes more dissimilar. One 
woman follows this pattern. 


Mrs Linc is in her thirties. She owns a shop. During pregnancy 
her mother, the ideal mother and herself are all described as 
‘precise’, ‘aware’, ‘artistic’ and ‘able to cope on their own’, 
though her mother tends to be more ‘highly strung’ and ‘in- 
dependent’ than the other two. After the birth of the child she 
sees herself and the ideal mother as ‘responsible’, ‘organized’, 
‘diligent’ and ‘understanding’, the ideal mother being more 
‘affectionate’, ‘unselfish’ and ‘realistic’ than she is. Her mother is 
now scen as very different from either herself or the ideal mother 
and at the opposite end to any of the descriptive terms used. She 
is neither affectionate nor easy going, nor mechanically minded, 
etc. No word is used to describe her directly. Actually Mrs Line’s 
mother died not long before she conceived and it is possible 
that the recent death and the changes during her own pregnancy 
have come to blur and confuse her picture of her mother. Her 
father, who died a number of years prior to her mother, is 
described very similarly both times. Perhaps she had more time 
to come to terms with his death and reconstruct for herself an 


image of him. 


4. The woman sees her mother as a bad mother both early in preg- 
nancy and after the birth of the child. She sees herself as more 


dissimilar to her mother in the postpartum period. None of the 
women in the well-adjusted group followed this pattern. 


Three out of the eleven women follow none of these four patterns. 


For Mrs Down and Mrs Craft, their own mother is seen as a good 
mother both early in pregnancy and later on after the birth of the 
baby, and they see themselves as less similar to her in the post- 
partum period. However the move is very small so that, in both 
cases, even after the child is born, self and mother are still 
perceived quite similarly. The process therefore is almost like 


pattern I. 
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The third woman, Mrs Laing, shows a different pattern. Early 
in pregnancy her ideal mother is ‘understanding’ and ‘modern 
in thoughts’. She herself is neither of these but on the contrary 
is ‘reserved’, ‘quiet’ and ‘inclined to take things said against the 
family in the wrong way’. Her mother is different from herself 
or the ideal mother; she is ‘experienced’, ‘careful with money’, 
‘inclined to worry’ and ‘not interested in modern clothes or 
pop music’. After the birth of the baby, she describes her mother 
and ideal mother similarly: ‘understanding’, ‘interested in family 
life’ and ‘inclined to worry’. She is now herself at polar opposites 
to her mother, she is ‘modern in outlook’ and ‘enjoys music’. 
The following has happened: her view of the ideal mother has 
changed considerably and become more like that of her own 
mother. She has herself moved considerably: she becomes more 
carefree and less interested in family life. When I interviewed 
Mrs Laing for the third time she was living with her parents 
because, she said, ‘my husband is away a lot’. Mrs Laing’s 
mother was there and told me about the time when she had 
had her children. Perhaps the grid reflects Mrs Laing’s giving 
over of the mother role to her own mother with whom she is 
now living again while she becomes the carefree daughter. 
This would explain the changed conception of the ideal mother 
who, like her mother, becomes more involved in family life, 
and her own disinterest in this. 


Out of these eleven cases, seven women see their mother as a good 
mother at the beginning of pregnancy. After the birth of the child, 
only one woman, Mrs Line (who’s mother died shortly before her 
pregnancy) does not perceive her mother to be a good mother. There 
is therefore a tendency for these well-adjusted women to view their 
mothers positively early in pregnancy and, when this is not the case, 
to re-evaluate them at this time so that they perceive them positively 
after they themselves become mothers. 


We can also look at how each woman sees herself in the mothering 
role. I predicted that after the birth of the child the well-adjusted 
woman would see herself as more in the good mothering role than carly 
in pregnancy. This is the case. There is for the group as a whole an 
increase in similarity between self and ideal mother. It is true of eight 
women. For one woman the distance remains identical. In three of 
the eight cases the move is considerable. 
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During pregnancy, Mrs Dare thinks the ideal mother is ‘patient’, 
‘able to show feelings’ and ‘hospitable’. The reverse is true of 
herself; also she tends to be ‘smothering’ and ‘cautious with money’. 
After the birth of the baby, Mrs Dare slightly reconstrues the ideal 
mother now seen as ‘patient’ but also ‘conscientious’ and ‘careful 
with money’ (feelings are no longer involved). This is fairly similar 
to her present description of herself though she is more ‘happy- 
go-lucky’ and ‘scatter brain’ than the ideal mother. Smothering 
does not come into the picture this time. The redefinition here 
involves both herself and the ideal mother. 


In the two cases where the distance between self and ideal mother 
increased, this distance in fact remained small postpartum, in other 
words they still saw themselves as good mothers at this time. 


Combining the two previous processes (the changed perception of 
self in relation to mother depending on whether the latter is seen as a 
good or a bad mother, and the increase in similarity between self and 
ideal mother) we find that seven of the women move in the predicted 
direction (64%). 

The two patterns which now occur are the following: 


I. mother is seen as a good mother both early in pregnancy and 
postpartum and there is, postpartum, a greater similarity between 
self and mother and between self and ideal mother (four women). 

2. mother is seen as a bad mother early in pregnancy; postpartum 
however she is reconstrued as being a good mother with whom 
the woman can identify as well as see herself as more similar to 


the ideal mother (three women). 


Adding this second criterion (increased similarity between self and 
ideal mother) one woman drops out. This is Mrs Line, the only 
woman who followed the third pattern (she came to consider her 
mother postpartum as a bad one and moved away from her). She 
sees herself as more dissimilar to the ideal mother postpartum. 

In sum, women who adjust well to the birth of their child tend to 
perceive their own mother positively, at least postpartum and through 
this are able to value themselves as mothers. The psychoanalytic idea 
of the ‘internalized mother’ is relevant here: what is important is not 
so much the actual parent as the image the person has of the parent. 
The ‘good mother image’ is part of the woman’s psychological 
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makeup and she can use it in her mothering of her child. Those women 
who can conjure up such an image are more likely to value themselves 
as mothers. In nine of the ten cases where mother is seen as a good 
mother postpartum, the woman also views herself as a good mother. 
In the one case where mother is seen as a bad mother postpartum, the 
woman sees herself as less like the ideal mother postpartum (although 
she still views herselfas a fairly good mother). 


I predicted that the women in the well-adjusted group would perceive 
a greater dissimilarity between themselves and their husbands after the 
birth of the child than in pregnancy. This is indeed the case. 

Nine out of the eleven women (81%) perceived themselves as being 
less like their husbands postpartum. 


Early in pregnancy Mrs Down describes herself and her husband 
similarly though she is more ‘reserved’ and ‘understanding of 
children’ than he is. After the birth of the child she and her husband 
are described quite differently. He is a ‘good mixer’ and ‘not so 
children oriented’; she is ‘more settled’, ‘home oriented’, ‘under- 
standing of children’ and ‘carefree with money’. 

Mrs Marshall also ascribes to a traditional division of roles. Early 
in pregnancy when she still lives at home (she conceived before 
marriage) she describes herself, as ‘interested in the home’, ‘likes to 
be at home’ and ‘a person one can talk to’. Her husband is ‘ambi- 
tious’, ‘sporty’, ‘aware of what is going on’, ‘domineering’ and 
‘likes to go out different places’. The descriptions are fairly similar 
postpartum but the difference between the partners is even greater, 


In other cases something different from this role differentiation seems 


to be operating. There is a process whereby one partner is feeling 
well while the other one is experiencing difficulties, 


Mrs Dare describes herself and her husband similarly early in 
pregnancy though she sees him as somewhat more like the ideal 
mother than she sees herself. After the birth of the baby, she is 
‘happy-go-lucky’ and relatively ‘patient’ while he becomes ‘moody’ 
‘bad tempered’, ‘inhospitable’ and ‘vain’ and much less like the 
ideal mother than she now is. 

A similar process takes place with Mrs Cooper. From seeing 
herself and her husband both as ‘extrovert’, ‘like to have a drink’ 
and enjoy to travel’ she comes to see herself, postpartum, as ‘easy 
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going’, ‘enjoys her work’ while her husband becomes ‘moody’ 
and ‘unreasonable’. 

Mrs Dare has been married for two years, Mrs Cooper for four 
so it seems more likely that indeed the husbands are experiencing 
difficulties rather than that the women change radically their 
perception of them. 


In two other cases the reverse takes place. 


Mrs Craft describes herself and her husband similarly early in 
pregnancy; both ‘tend to have an inferiority complex’; he is 
somewhat more ‘adventurous’ and ‘possessive’, she is slightly 
‘kinder’ and ‘independent’, ‘home loving’ and ‘patient’. After the 
birth of the baby they become very different from cach other. He 
is ‘placid’ and ‘kind’ whereas she is ‘moody’, she ‘worries’ and 
‘nags’. 

Similarly with Mrs Rand who sees both her husband and herself 
as ‘irresponsible’, ‘intellectual’ and as having a ‘sense of humour’, 
early in pregnancy. Postpartum, her husband is intelligent’ 
‘friendly’ and ‘generous’ (not very different from the ideal mother) 
while she is none of these things. 

Both Mrs Craft and Mrs Rand have been married for nearly two 


years. 


In these last four cases, the increased dissimilarity between self and 
husband is not due to a role differentiation but must have another 
meaning. As seen by the women, one of the partners expresses the 
difficulties postpartum while the other is free from conflict. It is 
striking that in these four cases, husband and wife are described very 
similarly during pregnancy. It may be that the relationship was a 
very close rather symbiotic one which had mote difficulty in tolerating 
the arrival of a third person; one of the partners feels excluded and 
becomes bad tempered. Mrs Craft actually used the word ‘possessive’ 
as one of her descriptive terms. This may be reflecting a concern with 


sharing. 


Content 


Up till now I have been considering the changes in perception of self 


and family members. Let us go on to look at the content of the con- 


Struct systems. 
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Maternal dimension. If you remember, each woman produced in the 
first session a ‘maternal construct’ in response to my question about 
the most important quality for a mother. At subsequent testing ses- 
sions I gave each woman her maternal construct back reminding her 
that she had chosen it because she felt this was the most important 
quality for a mother. This enables me to find out which of the other 
constructs in each woman’s grid are used in a similar fashion to this 
one (in statistical terminology, which of the constructs correlate 
significantly with the maternal construct). I call this set of constructs 
the ‘maternal dimension’. It can contain from one (when no other 
construct is used in this fashion) to eleven constructs (when all are 
used similarly). 

I predicted that the women in the well-adjusted group would 
increase their use of constructs relating in their own mind to motherliness, 
since they would become more accepting of motherhood after the 
birth of the baby. 

This is not the case. The average number of constructs in the mater- 
nal dimension is 3-8 early in pregnancy, and 3:4 postpartum. I will 
discuss this later when I come to consider the ill-adjusted women. 

Looking at the actual verbal designation of the constructs in the maternal 
dimension, there is a decrease, after the birth of the baby, in words 
relating to feelings and relationships. Such words as ‘loving’, ‘has give 
and take’, ‘thinks of others’ come up twice as frequently early in 
pregnancy in comparison to postpartum. On the contrary such words 
as ‘diligent’, ‘hardworking’ and ‘reliable’ come up postpartum only. 

The table opposite gives the number of times cach of the different 
categories of words are used (I will only give the most frequently 
used categories). 

During pregnancy, the important qualities are seen in more idealis- 
tic terms (give and take, unselfish etc.) than postpartum when the 
ability to work well and hard, an interest in home and in children 
become more focal. This is facing reality ! 


Mrs Dare feels that the most important quality for a mother is 
‘patience’. Early in pregnancy this is associated with being ‘hospit- 
able’, ‘able to show feelings, in particular affection’ without being 
smothering. This is no longer the case postpartum, when patience 
becomes associated with being ‘conscientious’ and not being 
‘scatterbrain’. 


This switch from the emotional to the more practical aspect of the 
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Table 1: Most frequently used constructs by the well-adjusted women within the 
maternal dimension. 


Early 
pregnancy 


(Number of (Number of 
times the cate- times the cate- 


gory is used) gory is used) 


Postpartum 


Loving, affectionate, kind, motherly 6 4 * 
Has give and take, not smothering, someone 

you can talk to, able to make a relationship 3 I * 
Thinks of others, not selfish, not self-centred, 

understanding, sympathetic, tactful, con- 

siderate 9 4 + 
Patient, tolerant 6 6 
Diligent, hardworking, reliable, responsible, 

conscientious, not scatterbrain, not lazy o 5 tT 
Home loving, settled, homely, domesticated I 3 + 
Understands children, sentimental about 

children, child oriented, knows about babies 3 4 tT 


* Decrease postpartum + Increase postpartum 
says something about the idealized 


mothering role is interesting and i 
2 of motherhood versus the reality 


culturally encouraged conceptior L 
of the situation of caring for a small child. i i 
The maternal dimension can be considered to form a grid on its 
own and the other constructs disregarded. On this new grid (which is 
a partial grid) similar processes take place as those described for the 
total grid. There is a tendency for self and mother to be described 
more similarly and for self and husband to be described less similarly 
on this maternal dimension postpartum than during pregnancy. 
However, contrary to the total grid, self and ideal mother are 
described less similarly postpartum. This seems to reflect an increased 
self criticalness in relation to the maternal role. I will discuss this too 


when I come to look at the ill-adjusted group. 


Total grid. I put together and categorized all the constructs elicited 
except the maternal construct (since it remained the same throughout) 
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in order to see if the content of the grids tended to be different 
postpartum. This time I will list the categories in order of impor- 
tance separately for early pregnancy and postpartum. I will list the 
percentage of time each of the categories is used for the total sample 


Table 2: Most frequently used constructs in the well-adjusted group at Time 1. 


Well-adjusted group 
Time 1 
% 


1. Old fashioned, not modern, traditional taste, fashion 
conscious, square 54. 
2. Wrapped up in children, show affection to children, 
gets on with children, family person, like to have a 
nice cosy family, settled, domesticated, interested in 
the home, likes settling down, satisfied staying home 


4°5 

3. Enjoys life, carefree, gay, casy going, jovial, jolly, 

free and easy, happy-go-lucky, gay, likes going out, 
fun loving 55 

4. Motherly, kind, soft, loving nature, affectionate, 
generous, shares, would help someone 3°6 

5. Selfish, thinks of him-or herself only, steps on others, 

self-centred, uses people, is not helpful, does not do a lot 
for others 3:6 


6. Mind of her or his own, independent, stands up for her 

or himself, does not need someone else, can talk out- 

right, outspoken, self reliant 3°6 
7. Likes meeting people, extroverted, sociable, gregar- 

ious, mixes with people well, likes social life, hospit- 


able 3°6 
8. Mature, adult, not childish, not adolescent 36 
9. Good at handling money, worries about money, 

saves money, careful with money, has money, mean 

with money, spends a lot of money 36 
10. Reserved, shy, does not show feelings, not open, not 

demonstrative, inhibited 36 
11. Moody, temperamental, snaps at slightest thing, 

quick tempered, not placid 27 
12. Agitated, not calm, highly strung, nervous, not re- 

laxed, not patient, nervous 27 
13. Stubborn, dogmatic, obstinate, does not make con- 

cessions, unreasonable, can’t talk things out, not 

flexible, not receptive, won’t give in, cannot see reason, 

does not give in easily 27 


14. Sense of humour, tells jokes, quick witted 27 
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Table 3: Most frequently used constructs in the well-adjusted group at Time 3. 


Well-adjusted group 


Time 3 

1. Moody, temperamental, snaps at slightest thing, 
quick tempered, not placid 63 

2. Wrapped up in children, shows affection to children, 

gets on with children, family person, likes to have a 

nice cosy family, settled, domesticated, interested in 

the home, likes to be at home, likes settling down, 
satisfied staying at home 5'4 

3. Likes sports, likes cars, likes driving, mechanically 
minded 5'4 

4. Not lazy, diligent, tidy, keeps at things, organized, 
conscientious, hardworking S'4 

5. Enjoys life, carefree, gay, easy going, jovial, jolly, free 

and easy, happy-go-lucky, gay, likes going out, fun 
loving P 5'4 

6. Motherly, kind, soft, loving nature, affectionate, 
generous, shares, would help someone 4°5 

7. Good at handling money, worries about money, 

saves money, careful with money, has money, mean 
with money, spends a lot of money ; 4°5 

8. Responsible, sense of duty, dependable, reliable, 
faithful, keeps promises, honest, sincere 7 36 

9. Likes mecting people, extroverted, sociable, gregarious, 
mixes with people well, likes social life, hospitable 36 
10. Worries, does not take things lightly $ 27 

11. Old fashioned, not modern, traditional taste, fashion 
conscious, square ts 


12. Tolerant, broad-minded, not petty-minded 


adable I have sometimes phrased the constructs 
ance ‘not lazy’ rather than ‘lazy’ to go with 
t relevant) 


(To make this more directly re: 
the other way round. For inst 
Paras É ET i 
diligent’—since the direction 1s no 


(there are 110 constructs for these 11 women at each testing time). I 
will only list categories used more than 2+5% of the time. Á 
As can be scen from the tables above, the greatest change in- 
volves the swelling of the category referring to moodiness and quick 
temper. These become the most frequently used constructs post- 
partum. The increased preoccupation with the more practical quali- 
ties such as diligence and the decreased preoccupation with more 
idealistic notions of unselfishness which I noted in connection with 
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the maternal dimension, are also evident when the total grid is 
considered. 


An overview 


Having looked at specific aspects of the grids let us now consider 
each woman’s grid in its totality and understand the kinds of changes 
taking place for this group of well-adjusted women. 

Two women construe things similarly during pregnancy and after 
the birth of the baby. Both of them construe the maternal role in 
very traditional terms and give no evidence of any conflict with this 
role. 


Mrs Marshall, just like her mother and her ideal mother, is 
‘interested in the home’ and ‘likes being at home’. On the contrary 
both her husband and her father ‘like going out places’, are 
‘domineering’ and ‘have tempers’. After the birth of the baby there 
is a similar split between herself, her mother and the ideal mother 
who are ‘happy to be in the house’ and ‘not dominant’ and her 
husband who is ‘ambitious’ and ‘enjoys sports’. 

This satisfaction and identification with a traditional role is 
also present with Mrs Down. After the birth of the baby even more 
so than before, there is a clear division between, on the one hand 
her mother and herself who, like the ideal mother, are ‘soft where 
children are concerned’, ‘home birds’, ‘understanding of children’ 
and ‘settled’, and her husband and father who are neither keen on 
animals nor children but like travelling and cars. 


Four other women do not change much their overall perception 
but they do modify their conception of what a good mother should 


be like. 


During pregnancy, Mrs Longman, thinks that the ideal mother 
is ‘loving’, ‘romantic’, ‘affectionate’, ‘artistic’ and ‘has more give 
and take’. After the birth of the baby the ideal mother is ‘homely’ 
as well as ‘jovial’. She seems to have been able to integrate the sense 
of family which her mother had (‘never classes anything as “mine” 
when the family is concerned’) and her own eccentricity and 
ability to entertain which were previously somewhat separate; 
‘homely’ and ‘jovial’ are now linked. This may make it possible 
for her to continue without conflict her career as an actress as she 
wishes to. 
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For Mrs Cooper there is a marked conflict carly in pregnancy. 
The ideal mother she perceives to be neither independent, nor 
interested in going out to work, nor interested in travelling or 
having a drink. Mrs Cooper clearly feels rather ambivalent about 
the mothering role: she construes the ideal mother as ‘mature’ but 
also ‘neurotic’. Although after the birth of the baby the same split 
still operates between being a good mother and having an interest 
in social life, the ideal mother is no longer seen as neurotic. Mrs 
Cooper can identify more with the role seen in this new light and 
is quite happy since she now sees herself as ‘easy going’, ‘enjoy my 
work’, ‘not moody’. 

During pregnancy, the ideal mother is ‘even tempered’ and has 
a ‘sense of humour’ for Mrs Soper. Postpartum she is ‘patient’ and 
has ‘stamina’. 

Mrs Laing’s conception of the ideal mother changes radically. 
She first describes the ideal mother as being ‘understanding’, 
‘modern in thoughts’ and ‘lively’ and ‘not inclined to worry’. 
After the birth of the baby, the description is diametrically op- 
posed. The ideal mother is now ‘not modern’ and “inclined to 
worry’ and ‘involved in family life’. If you remember Mrs Laing 
came to live with her parents after the baby was born and I felt 
she was taking on the more adolescent role while the mothering 
role was taken on by her own mother. Postpartum the ideal mother 
is described more like she describes her own mother both in 


pregnancy and postpartum. 
there is a more general change in the 


In all the other cases (five) eee 
as a Cha! concep- 


structuring of the human environment as we 
tion of the mothering role. 

orld very simply at first, mainly in 
ate’, ‘soft hearted’, ‘easy going’ and 
‘understanding’ like the ideal mother, or on the contrary ‘lacking 
in feelings’, ‘ambitious’, ‘out for themselves regardless of anyone 


else’ and ‘selfish’. The second component refers to spoiling children 


too much and never punishing them (which is not the case for the 


ideal mother). After the birth of the child she no longer thinks 
of people in terms of softness versus selfishness. Though it is still 
a factor, other considerations come in such as being careful with 


money, thinking before acting and being sensible. The ideal 


: oe fea 
mother who was earlier on affectionate and didn’t spoil children 


Mrs King structures her w 
terms of people being ‘affection 
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too much is now sensible, capable of thinking before acting, of 


fighting rather than giving in and is not overconcerned with 
children. 


The change is along similar lines for Mrs Rand. Her main con- 


cern carly in pregnancy is whether people are ‘practical’, ‘placid’, 
‘patient’ and ‘commonsensical’ like 


contrary ‘selfish’, ‘conceited’ and ‘intellectual’. After the birth of 
the child, she sees 


‘ E es $ 
as ‘sensitive’ and ‘fussy’; generosity, 


hat opposite direction for Mrs Line since 
ess and unsel 


early in pregnancy, when Mrs 
T a mother to be calm rather 
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appears. The ideal mother is now ‘kind’ and ‘placid’ rather than 
‘moody’ and ‘undependable’. 


Looking specifically at the mothering role we see that in this group 
of well-adjusted women, two women are satisfied and identify with 
a very traditionally defined role, and the nine others reconstrue 
the motherin g role. Innearly half of these nine cases the reconstruction 
involves defining the mother role in a less stereotyped and traditional 
way (that is, not in terms of selflessness and interest in the home). In 
two more cases, the definition of the ideal mother is more traditional 
postpartum (one of these women seems to be abdicating some of her 
mothering role to her own mother). In the last three cases the role is 
defined neither more nor less traditionally but just differently. 


B. WOMEN IN THE ILL-ADJUSTED GROUP 


The processes in this group are opposite to the processes taking place 
in the group of well-adjusted women. I will describe these processes 
and take the opportunity of making some comparisons with the 


well-adjusted women. 


The women in this group see themselves as less similar to their own 
mother after the birth of the child than early in pregnancy. 


Taking into account the way in which each woman perceives her 
own mother, one can see that when her mother is perceived as a good 
mother after the birth of the child she will see herself as becoming 
increasingly different from her, and when her mother is perceived asa bad 
mother she will sec herself as becoming increasingly similar to her. This 
is true regardless of how the mother is perceived early in pregnancy. 


There are four different possible patterns: 

her mother to be a good mother both early 
in pregnancy and after the birth of the child. She perceives 
herself and her mother to be less similar postpartum than during 
pregnancy. This is the most frequent pattem. in this group, 
followed by six out of the eighteen women (33%). 

for Mrs Jones, a young telephonist only 
d the ideal mother are ‘understand- 
her of these things herself. 


(a) The woman perceives | 


Early in pregnancy, 
just married, her mother an d 
i . 3 NE: 
ing’ and ‘domesticated’; she is neit 
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After the birth of the baby, she thinks the ideal mother is 


‘understanding’ and ‘patient’ and her own mother ‘satisfied stay- 
ing at home’. Again she is neither of these things herself. On the 
contrary, she “enjoys going out’ and ‘has a tendency to do what 
she wants even if it hurts someone’. The dissimilarity between 
herself and her mother has increased. 


(b) The woman perceives her mother to be a bad mother early in 
pregnancy but changes to thinking of her as a good mother after 
the birth of the child. She perceives herself and her mother to be 
less similar postpartum than during pregnancy. This is the next 
most frequent pattern, followed by four women (22%). 


Mrs Sanders, a young dressmaker aged 19, describes the ideal 
mother, carly in pregnancy, as ‘patient’, ‘mature’ and ‘organized’ 
whereas her mother and herself are ‘likely to be moody’, ‘emo- 
tional, tend to get depressed’, her mother being somewhat less 
‘outspoken’ and more ‘tactful’ than she herselfis, After the birth 
of the baby, her mother resembles the ideal mother; both are 
‘patient’, ‘practical’ and ‘generous’. She remains ‘moody’ and 
‘inclined to worry’. 


(c) Both before and after the birth of the baby, the woman perceives 
her mother to be a bad mother and sees herself becoming increas- 
ingly similar to her. Three women followed this pattern (17%). 


: Early in pregnancy, Mrs Cox feels that her mother who is 
moody’ and ‘immature’ is the opposite of what a mother 
should be, which is ‘easy going’, ‘kind and gentle’ and ‘sym- 
pathetic’. She describes herself more like her mother than like 
the ideal mother, though more ‘sentimental’ and less ‘moody’ 
than her mother. It may be relevant to mention that her mother 
is actually a step-mother. After the birth of the baby she still 
sees her mother as ‘temperamental’, ‘domineering’ and ‘in- 
consistent’ and now describes herself in very similar terms. Both 
are very different from the ideal mother who is ‘considerate’, 
easy going’ and ‘not selfish’. 


(d) From being seen as a good mother, the woman perceives her 
mother to be a bad mother after the birth of the child and identi- 
fies with her. No woman followed this pattern. 


Five out of the eighteen women foll 


; ow none of these patterns. 
In two cases the woman thinks her mo 


ther is a good mother both 
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before and after the birth of the child and identifies with her mother. 
In two more cases it is only after the birth of the child that the woman 
sees her mother as a good mother and she identifies with her. Finally 
in one case, the mother is seen as bad both before and after the birth 
but the woman perceives herself to be increasingly different from her 
mother. These patterns belonged to the well-adjusted ones. We will 
sce later how other features distinguish them from the well-adjusted 
women. 

Out of these eighteen women, eight see their mother as a good 
mother early in pregnancy. Postpartum, fourteen of the women see 
their mother as a good mother. We can see from the table below that 
this is a smaller percentage, at both times than in the well-adjusted 
group. In both groups though there is a tendency for more women to 
see their mothers as good mothers after they themselves become 


mothers, 


Table 4: Percentage of ‘good mothers’. 


Well-adjusted Ill-adjusted 


group group 
% % 
women who see their own mother as 
a good mother early in pregnancy 63 44 
women who see their own mother as a 
90 Tt 


good mother postpartum 


Let us now consider how the women in this ill-adjusted group 
valued themselves as mothers. Relative to the well-adjusted women 
there was a greater tendency for these women to value themselves as 
mothers less positively after the birth of the baby than during pregnancy. 


As shown in the table overleaf, nearly three-quarters of the women 
in the well adjusted group saw themselves as more similar to the 
ideal mother after the birth of the child, only just over half did so in 
the ill-adjusted group. As a group, the well-adjusted women viewed 
themselves much more positively than did the ill-adjusted women at 
this time. 

All but one woman in the well-adjusted group saw herself as a 
good mother! postpartum (90%) while only twelve out of the 


* Small self to ideal mother distance. 
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Table 5: Percentage of self as a good mother. 


Well-adjusted Ill-adjusted 
group group 

% % 
women who saw themselves as 
more similar to the ideal mother after the 
birth than before 72 53 
women who saw themselves as 
good mothers postpartum 90 66 


eighteen women in the ill-adjusted group saw themselves as good | 
mothers postpartum (66%) 


It is possible to combine the previous areas. Let us consider together 
the following adaptive processes described earlier when the well- 
adjusted women were being considered: the four well-adjusted 
patterns involving self, mother and ideal mother (see pages 96-7), 
and the perception of self as a good mother after the birth of the 


child (self more like ideal mother postpartum than during preg- 
nancy — see page 98). 


Sixty-four per cent of the women in the well-adjusted group 
changed in accordance to these two sets of processes as opposed to 


11% of the women in the ill-adjusted group. This is a considerable 
difference. 


Mrs Salmon, a secretary in her late twenties, married for a 
number of years, describes the ideal mother as ‘easy going’, 
understanding’ and ‘having a mind of her own’, early in preg- 
nancy. She sees herself as not too different from this ideal though 
more interested in dancing and in cars. She is diametrically opposite 
to her mother who ‘likes sports’ and is rather ‘obstinate’. After 
the birth of the baby the ideal mother is still ‘understanding’ but 
also this time ‘placid’ and “good mannered’. Her mother, still 
described as a ‘sport type’ is now much more like theideal mother. 
She is herself now very different from both mother and ideal 


; Spee age 
mother; she is ‘gay’, has a ‘good temperament’, ‘likes social life, 
going out’ and has a ‘mind of her own’. 
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The different changes are interesting: mother is described more 
positively as well as being more similar to the ideal mother after 
the birth of the baby; a new definition of the ideal mother is given 
postpartum: she no longer has a mind of her own and becomes 
more like the cultural image of the controlled, self-sacrificing 
mother; she now describes herself as having a mind of her own and 
liking to go out but feels it is incompatible with good mothering; 
an increased split between self affirmation and self restriction 
defines the increased distance between self and ideal mother. 

A similar process but with a different content takes place for 
Mrs Ramsey, a 25-year-old social worker. Early in pregnancy, for 
her, the ideal mother is ‘patient’, ‘interested in welfare and health’, 
has a ‘broad outlook on life’, ‘likes social activities and meeting 
people’. This is true of herself too, to a lesser extent. On the 
contrary she thinks her mother is ‘immature’. After the birth of 
the baby, two somewhat separate clusters appear: ‘patience’, 
‘interest in health and welfare’ typified by the ideal mother; and 
‘broad minded’, ‘artistic’, ‘serious minded’, ‘eccentric’, ‘likes 
music’ typified by her husband and herself. Her mother is now more 
like the ideal mother and less like herself. 

As with Mrs Salmon therefore there is a modified conception of 
the good mother which becomes separated from the more ‘out- 


side’ or ‘non-helpful’ activities. 


The only two women in this ill-adjusted group who both followed 
one of the well-adjusted patterns in relation to mother and ideal 
mother and became more similar to the ideal mother postpartum 
were both 18 years old (the youngest age group), both conceived 
before marriage and both were first interviewed at their parents’ 
home. Both were to some extent acting against the parents’ will. 


Mrs Pyke, a clerk, had wanted to get engaged but her mother 
said she was too young. She told me that she had many times 
thought she was pregnant; it seems a not too great assumption to 
say that she wished to get pregnant in order to get married — which 


is what happened. TE 
The other woman, Mrs Leach, a dressmaker, implied that she 


got on poorly with her parents and that her mother had wanted 
her to ‘get rid of the baby’; she definitely wanted to have the child; 


this her mother could not understand. 
Mrs Pyke described herself, early in pregnancy, as ‘gullible’, 
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‘relaxed’, ‘emotional’ and ‘soft’; at this time she perceives her 
mother and the ideal mother to be more mature and more sensible 
than herself. After the birth of the baby she still sees herself as 
‘soft’ but also now ‘fashion conscious’ and ‘fun loving’. Mother 
and ideal mother are ‘loving’, ‘sentimental’ and ‘sensible’. Although 
she tends to see herself more like she sees her mother and the ideal 
mother after the birth of the child, the move is very small indeed 
and at both times she is still very different from cither of them; 
also she creates postpartum a conflict between being ‘fashion 
conscious’, ‘complicated’, “fun loving’, ‘able to take things lightly’ 
on the one hand, and ‘sensible’, ‘loving’, ‘has more responsibilitics’ 
on the other. These two poles constitute the main criteria according 
to which she now distinguishes between people. Her husband, 
previously seen as similar to the immature person and described as 
‘easy going’, changes radically to being ‘sensible’, ‘bossy’, and 
having ‘more responsibilities’. When I asked her if she felt that 
she had changed she replied that her husband had changed more 
than she had. She also told me that she was moving soon and was 
worried about being far away from her mother. This suggests that 
her husband and her mother have perhaps assumed the mothering 
role more than she has. 

Mrs Leach follows the one well-adjusted pattern (pattern 4) 
which in fact none of the well-adjusted women followed (see page 
97). She and her mother are both very different from the ideal 
mother early in pregnancy. Both are more ‘adolescent’, ‘selfish’, 
‘immature’, ‘spoiled’ and ‘emotional’ than a mother should be. 
After the birth of the baby she still sees her mother as a bad mother 
who ‘likes her own way’, is ‘lazy’ and ‘selfish’. Sheis now different 
from her mother, is more ‘understanding’, more ‘sympathetic’ 


and does not have such ‘a temper’; this is more like the ideal 
mother. 


If you remember there was only one woman in the well-adjusted 
group who perceived her mother negatively after the birth of the 
baby (her mother had died recently). It may be that the truly adaptive 
processes to the birth of a first child involve a woman being able to 
call on a positive image of her mother postpartum and identify with 
her (patterns 1 and 2) and view herself more positively as a mother. 
This is in line with the psychoanalytic notion of an ‘identification with 
a good mother image’. This is the case for more than half of the women 
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in the well-adjusted group (64%) as opposed to only one out of the 
eighteen women in the ill-adjusted group (5%). 


Let us come back specifically to the perception of self in relation to the 
ideal mother. 


Although there is a decrease in similarity between the perception 
of self and of the ideal mother for the ill-adjusted women as a group, 
only in fact eight out of the eighteen women value themselves less 
positively as mothers after the birth of the baby relative to before. 

When I set out the areas to explore, I mentioned the possibility of 
two opposite responses from women experiencing difficulties: either 
rumination over the problem and self-depreciation or, on the con- 
trary, denial of any problem at all. This is indeed the case: in the ill- 
adjusted group women tend to see themselves as either more or less 
like the ideal mother postpartum than do the women in the well- 
adjusted group; that is, in the ill-adjusted group there are women who 
are more satisfied with themselves as mothers and others who are 
less satisfied with themselves as mothers postpartum than in the 


well-adjusted group. 


As predicted, there is not a tendency for women in this group to see 
themselves as less similar to their husbands after the birth of the baby as 


is the case in the well-adjusted group. 


Ten out of the eighteen women in this group perceived themselves 
as less similar to their husbands after the birth of the baby (55%); 
this was the case for nine out of the eleven women in the well-adjusted 
group (81%). 

In the ill-adjusted group none of the women show the kind of 
role differentiation that was present in the other group. When there 
is, postpartum, a split between ‘outside’ and ‘home life’ both husband 
and wife come closer together postpartum. This is the case with Mrs 
Salmon, Mrs Ramsey and Mrs Bruce. 

The clearest example is Mrs Bruce. After the birth of the baby, 
Mrs Bruce perceives herself almost identically to her husband. 
Both now have an ‘interest in travelling’, ‘cultural interests’, 
‘professional interests’, ‘left-wing attitudes’ (this was more true of 


her husband than of herself carly in pregnancy). 
Although on the whole they tend to see a greater similarity 
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between themselves and their husbands postpartum, Mrs Leach and 
Mrs Pyke both add the descriptive term ‘likes to be the boss’ or 
‘bosses’ to characterize their husband. If you remember both these 
women got married during their pregnancy, and the modified 
perception may here relate more to the new experience of living with 
their husband than to the birth of the baby. 

As with the group of well-adjusted women, in a number of cases 
there is a tendency for one of the partners to experience or be thought 


to experience more difficulties postpartum (what could be called the 
‘problem partner’). 


Mrs Longford, a seamstress in her mid-twenties, describes 
herself, both during pregnancy and postpartum, as ‘dependable’, 
‘down to earth’, ‘reliable’. Her husband, ‘self-assured’ at first 
becomes ‘lazy’, ‘selfish’ and ‘needs someone else’ after she has had 
the baby. 

Similarly, Mrs Sanders who saw herself as much more ‘moody’ 
and ‘inclined to depression’ than her husband during pregnancy, 
perceives him to be more moody and inclined to worry than she is 
postpartum. 

Both these women have been married for more than two years, 
so that if indeed the husbands change in the way their wives de- 
scribe it, it is probably due to the birth of the child. 


Content 


Maternal dimension. Let us now turn to the ‘maternal dimension’. 
If you remember I predicted wrongly that the women in the well- 
adjusted group as opposed to those in the ill-adjusted group would 
use more constructs closely associated with the maternal construct 
after the birth of the baby than during pregnancy. 

In fact it is the women in the ill-adjusted group who increase their 
use of such constructs. The maternal dimension is made up, on 
average, of 4 constructs during pregnancy and 5-2 postpartum. The 
average number for the well-adjusted women postpartum is 3-4. 

I interpret this finding as follows: the ill-adjusted woman is more 
preoccupied postpartum with the notion of motherliness than is the 
well-adjusted woman for whom it is not such a problem. It is as if 
much more of her differentiation of people revolves around being a 
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good or a bad mother. The well-adjusted woman on the contrary is 


more open to new experiences. 

Looking at the verbal designation, there is an increase in words 
referring to feelings and relationships such as loving, understanding 
and unselfish. The reverse was true for the well-adjusted women. The 
words that did come up more often in the well-adjusted group such 


Table 6: Most frequently used constructs as part of the maternal dimension. 


Number of constructs from each category 
given by the women in the ill-adjusted 
group at 


Time 1 Time 3 
(carly pregnancy) (postpartum) 


Understanding, sympathetic, tactful, con- 
siderate, thinks of others, not selfish I4 17 
Loving, affectionate, kind, motherly 13 16 
Diligent, hard working, reliable, respon- 
sible, conscientious, not scatterbrain, not 


lazy 10 9 

Calm, doesn’t lose their temper, self 

control, placid 6 8 

Can see reason, not set in ideas, not obstin- 

ate, not domineering, not stubborn 6 : 
4 


Patient, tolerant 

Understands children, sentimental about 
children, child oriented, knows about 
babies 4 3 
Practical, commonsensical, down to 
earth, organized 

Easy going, happy-go-lucky 


stands children and domesticated, either decrease 


ly not used in the ill-adjusted group. 
ilar words are also used consider- 


as diligence, under: 
in use or are practical 
Patience and self control and sim 


ably more often in the ill-adjusted group. 
For the women in the ill-adjusted group, there is, after the birth 


of the child, an increased preoccupation with motherliness construed 
in more idealistic terms as loving, kind, patient, unselfish and never 
losing their temper. This corresponds to the stereotype of the perfect- 
all-sacrificing-contented-never-angry-mother. It is the classical 


B 
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smiling mother and baby representation which the advertisers ex- 
ploit and perpetuate. For the well-adjusted women, on the contrary, 
this image becomes less important after the birth of the child when a 
good mother is felt to need diligence, hard work, reliability and a 
liking to be at home and with children. This more realistic picture 
of the situation takes into account the ability to cope with the work 
involved while being basically satisfied with domesticity. 


Mrs Carter, a teacher in her early twenties, belongs to the ill- 
adjusted group. She feels that the most important quality for a 
mother is to be ‘loving of children’. Early in pregnancy she relates 
this to ‘knowing about babies’, being ‘able to relate things to 
oneself’, ‘enjoying life’ and being ‘able to make stable relation- 
ships’. Mrs Carter experienced difficulties in many areas; she was 
quite ill during pregnancy, had a difficult labour and delivery, 
became depressed and had a hard time with the baby who cried a 
lot and would not settle. Postpartum she still feels it is important 
to be loving and capable of stable relationships but it is also now 
important to be ‘patient’, ‘kind’, ‘unselfish’, ‘not stubborn’, and 


not to ‘lose one’s temper quickly’. Enjoyment of life is not men- 
tioned this time. 


As I mentioned earlier when talking about the well-adjusted women, 


the maternal dimension can be considered to form a grid on its own, 
the ‘partial grid’, 


The interesting finding refers to the women’s perception of 
emselves in relation to the ideal mother. Whereas on the total grid 
e well-adjusted women tend to show a greater satisfaction with 
themselves as mothers after the birth of the baby and the ill-adjusted 
women a greater dissatisfaction with themselves as mothers after the 


cask of the baby, the reverse is true if we consider the partial grid 
omy. 


th 
th 


increase in the num- 


for the ill-adjusted 


I see this finding as linked to the previous one ( 
ber of constructs in the maternal dimension 
group). Both reflect the complexity of a conflictual situation. The 
women who experience most difficulties during this period, tend to 
be overpreoccupied with motherliness (thus producing more con- 
structs relating to motherliness) while defending themselves by 
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‘protesting too much’; whereas the well-adjusted women can admit 
to imperfection where motherliness is concerned, the ill-adjusted 
women need to describe themselves as quite good mothers, in the 
area where I had specifically asked them to describe themselves as 
mothers. The woman who has coped with the situation may be able 
to express the natural difficulties with conforming to an ideal in the 
face of the real situation and the demands of the baby; the expression 
of imperfections does not entail too great a threat to her self-esteem. 
The slight increase in dissimilarity between herself and the ideal 
mother in this case may reflect her realization of the infantile un- 
realistic nature of the ‘ideal-mother’ image. On the other hand, the 
woman who has experienced many difficulties may find the need, in 
order to preserve her self-esteem in the face of her perceived in- 
adequacy, to react by describing herself as a good mother. This is 
particularly striking if we consider the much more unrealistic charac- 
ter of the qualities which tend to constitute the ‘maternal dimension’ 
for the women in the ill-adjusted group. 

I am therefore suggesting that total grid and partial grid tap two 
different levels, the conscious level in the partial grid and the more 
unconscious, or at least subconscious, level in the total grid. The latter 
reflects what the woman feels about herself, the former what she is 
wanting to communicate about herself (since I have here stressed 
that it has to do with the most important quality for a mother). 
Some support is given to this idea by the fact that where self-esteem 
and social desirability are not involved, for example in the similarity 
between self and husband, the total and partial grids show no dis- 
crepancy in results. f ) 

The ill-adjusted women are, in a sense, stuck with the experience 
of childbearing: postpartum they are preoccupied with the idea of 
motherliness, and in particular with an idealistic conception of it, 
and the need to assert their good mothering qualities. The well- 
adjusted women are not so preoccupied with motherliness which they 
tend to see in more realistic terms, and do not have to ‘protest too 


much’. 


Total grid. Let us go on to look at the content of the whole grids. This 
time in the table I will give the percentage of times a category is 
used for the total group, and I will list the categories in order of 
importance separately for pregnancy and postpartum. I only list 
those categories used more than 2:5% of the time. 
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Table 7: Most frequently used constructs in the ill-adjusted group at time 1. 


Ill-adjusted group 


Time 1 
% 
1. Enjoys life, carefree, gay, easy going, jovial, jolly, 
free and easy, happy go lucky, gay, likes going out, 
fun loving StS 
2. Stubborn, dogmatic, obstinate, does not make con- 
cessions, unreasonable, can’t talk things out, not flex- 
ible, not receptive, won’t give in, cannot see reason, 
does not give in easily 5S 
3. Moody, temperamental, snaps at slightest thing, 
quick tempered, not placid 44 
4. Mature, adult, not childish, not adolescent 3:9 
S. Motherly, kind, soft, loving nature, affectionate, 
generous, shares, would help someone 33 
6. Responsible, sense of duty, dependable, reliable, 
faithful, keeps promises, honest, sincere 3'3 
7- Worries, does not take things lightly a4 
8. Stable, can make stable relationships, not neurotic, 
stable mind 28 
9. Old fashioned, traditional taste, not modern, square, 
does not like Pop music and clothes 27 
To. Likes meeting people, extroverted, sociable, gregar- 
ious, mixes with people well, likes social life, 
hospitable 27 


11. Wrapped up in children, shows affection to children, 
Sets on with children, family person, likes to have 
nice cosy family, settled, domesticated, interested in 


the home, likes to be at home, likes settling down, 
satisfied staying at home 


Fa ee ee 


in this group of women, Important is the 


constructs referring to moodiness and temper, 
which become, Postpartum, the most frequently given constructs. 
Constructs whic 
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Table 8: Most frequently used constructs in the ill-adjusted group at time 3. 


Ill-adjusted group 


Time 3 

% 

1. Moody, temperamental, snaps at slightest thing, 
quick tempered, not placid 72 

2. Enjoys life, carefree, gay, easy going, jovial, jolly, 

free and easy, happy-go-lucky, gay, likes going out, 
fun loving 61 

3. Not lazy, diligent, tidy, keeps at things, organized, 
conscientious, hardworking 5°5 

4. Motherly, kind, soft, loving nature, affectionate, 
generous, shares, would help someone 5:0 

5. Responsible, sense of duty, dependable, reliable, 
faithful, keeps promises, honest, sincere 39 

6. Wrapped up in children, show affection to children, 

gets on with children, family person, likes to have 

nice cosy family, settled, domesticated, interested 

in the home, likes to be at home, likes settling down, 
satisfied staying at home 38 

7. Selfish, thinks of him or herself only, steps on others, 

self centred, uses people, is not helpful, does not do 
a lot for others 3°8 

8. Agitated, not calm, highly strung, nervous, not 
relaxed, patient 3:5. 

9. Likes meeting people, extroverted, sociable, gregar- 

ious, mixes with people well, likes social life, 
hospitable 3'3 
10. Practical, down to earth Ta: 27 

Tr. Reserved, shy, does not show feelings, inhibited, 
27 


not demonstrative, not outgoing 


frequently used concept postpartum. This probably reflects the 
‘postpartum blues’. Again in both groups the practical aspect of hard 
work and diligence becomes important postpartum though as I 
mentioned earlier it is less related to the qualities necessary for a mother 
in the ill-adjusted group. As in the case of the maternal dimension, 
Selfishness is a preoccupation only for the ill-adjusted women. Two 
Categories which are important for the well-adjusted group but do 
Not appear in the ill-adjusted group concern money on the one hand, 
and the more active and traditionally considered masculine interests 
(cars etc.). In the first case it may be that here again the concern of the 
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well-adjusted women is with a more realistic problem, the financial 
aspect, rather than with their own competence as mothers. My later 
discussion of femininity may throw some light on the well-adjusted 
women’s use of constructs relating to ‘masculine’ activities. 


An overview 


I will go on to consider the kind of. changes taking place for this group 
of women. 

In the largest number of cases (nine out of the eighteen women in 
this group) there is, postpartum, some sort of conflict between the way 
they see themselves and the way in which they construe the mothering role. 
In some cases the conflict is present during pregnancy and is un- 
resolved or even increased postpartum; in other cases the conflict 


only appears postpartum after a restructuring of the construct system. 
I will look at cases in this order. 


Mrs Boulton, a business woman in her mid-twenties, perceived 
some conflict with the mothering role. Early in pregnancy the 
ideal mother is perceived to be ‘loving and protective’ (the most 
important quality for a mother) and to have ‘old-fashioned atti- 
tudes to the role of wife’. She and her husband, on the contrary, 
are ‘ambitious’, ‘liketo enjoy him- or herself”, ‘like to go out, abroad, 
live it up’. After the birth of the baby, the grid still presents a 
split between ‘love and protection’, the mothering quality, now 
associated with being ‘more conventional’, and ‘likes to go out’, 


‘more ambitious’, ‘better mixers with people’, ‘more initiative’. 
Mrs Boulton now places the ideal mother next to herself, on the 
ambitious side. I suspect that there is no real resolution of the con- 
flict since the construct system still highlights the split. After the 
birth of the child, she told me she thought she had changed in that 
now she was less ambitious and not so bothered to be at home. In 
grid language’ this would have meant a similar system with a move 
of the self towards the ideal mother on the more ‘conventional’ 
side; on the contrary there is a move of the ideal mother towards 
the self and the more ‘ambitious’ side. This incongruity could 
reflect a wish not to appear to be too bad a mother. 


In three cases, the conflict w 


hich is t duri in- 
creases after the birth of the baby. ene Cage 
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Mrs Bruce, a young woman who gave up her studies because of 
the pregnancy, splits the world during pregnancy between people 
who are ‘domesticated’ and ‘wrapped up in children’ like her own 
mother and those who have ‘outside interests’ and ‘academic 
interests’ like herself. The conflict is not total since the mothering 
quality, ‘fond of children’ is not synonymous with ‘domesticated’ 
nor is the ideal mother altogether domesticated. However she does 
not sec herself as ‘fond of children’ but on the contrary as ‘irre- 
sponsible’. After the birth of the baby, the split increases. At one 
pole we find ‘domesticated’, ‘settled’, now joined by the maternal 
construct ‘fond of children’ and at the other pole ‘interest in 
travelling’, ‘cultural interests’, ‘professional interests’ and ‘left-wing 
attitudes’. The ideal mother is now more definitely on the ‘domes- 
ticated’ side while she is herself on the ‘outside interests’ side. 


In the case of four women, the conflict only occurs postpartum when 
the construct system is changed and a new conception of the ideal mother 


appears. 


Mrs Mills, a telephonist in her early twenties, moves from a 
fairly complex view of things to a very simple construct system. 
Early in pregnancy Mrs Mills perceives the ideal mother to have 
‘self control and even temper’, the maternal quality, but also a 
‘mind of her own’ and the ability to ‘see things the way they are’, 
Postpartum, the maternal quality ‘self control and even temper’ is 
almost synonymous to ‘organized’, ‘experience f parent-wise’ 
‘responsible’, ‘placid’, ‘loving nature’, affectionate’, not so quick 
tempered’ and diametrically opposed to ‘carefree’ and ‘irrational’. 
The ideal mother, placed at the first pole, is now defined in a much 
more culturally stereotypical way than she was in pregnancy. From 
this she differs more than she did during pregnancy. 

In the case of Mrs Salmon, a secretary in her late twenties, there 
is also postpartum a more traditional conception of the mothering 
role. Early in pregnancy Mrs Salmon sees the ideal mother as 
having a ‘sense of understanding’, the maternal quality, ‘a mind of 
her own’, a ‘sense of humour’ and as being ‘easy going’ and 
‘placid’. After the birth of the baby for Mrs Salmon too there is 
a split between the mothering qualities and a liking to go out and 
have a social life. But more than this the qualities of the ideal mother 
now include on top of a sense of understanding and placidity a 
need for ‘good manners’. This is separate from ‘likes social life and 
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going out’, now associated with ‘gay’, ‘good temperament’, ‘has 
a mind of her own’, the qualities which characterize herself, now 
further removed from the ideal mother. To be a good mother now 
means to be placid and controlled and to deny one’s needs — the 
cultural image of femininity. The change is here particularly 
striking and evident through the displacement of the construct 


‘mind of her own’ which initially described the ideal mother but 
later became antithetical to her. 


For three women, the construct system is similar, the conception of 
mothering is similar, but there is with the birth of the child a main- 
tained or an increased dissatisfaction with herself as mother. 


For four women part of the problem seems to be reflected in the 
perception of their husbands. 


Mrs Saunders describes her husband during pregnancy as ‘out- 
spoken’, ‘not much tact’ whereas postpartum he is ‘moody’ and 
‘inclined to worry’ which is how she tends to describe herself at 
both times. Mrs Saunders’ husband is engaged in a profession 
generally considered feminine and we might hypothesize a 
difficulty for him in his identification with women at this time. 
The story she gives to the TAT card gives some support to this 
idea: the man is seen as hesitating between the two women: ‘he 


had to decide and decided 


she is more like him’. 


Two women, Mrs Tisdam a 
some resolution of conflict. 


Mrs Tisdam 


for the one who is pregnant because 
nd Mrs Greenson, give evidence of 


perceives herself to be more similar to the ideal 
mother after the birth of the child. Both are ‘loving’, ‘like to keep 
something when he or she has it’, are ‘self confident’, ‘think about 
security and future’. On closer inspection however part of the 
increased satisfaction with herself as a mother involves the follow- 
ing: early In pregnancy she uses four constructs referring to pre- 
occupation to describe herself (‘worries’, ‘worries about the family’, 
worries rather than takes things as they come’, ‘works when 
upset’); at this time this cluster is separated from the maternal 
construct. Postpartum ‘worries’ becomes closely associated with 
thinks about security and future’ which is one of the maternal 


qualities. Mrs Tisdam has modified her conception of mother- 
liness to englobe her own insecurity. 
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For Mrs Greenson, a clerical worker in her thirties, there seems 
to be no conflict postpartum. She sees herself and the ideal mother 
both as ‘down to earth’, ‘practical’ and as having ‘a sense of re- 
sponsibility’ as opposed to ‘inhibited’, ‘lacking in confidence’ and 
‘romantic’ like her husband. One point to consider however is 
that early in pregnancy she describes herself as ‘unwilling to make 
a fuss’; this suggests at least the possibility that her adjustment is 
more apparent than real. 


Whereas in the group of well-adjusted women, the majority o. 
women cither are satisfied and identified with a very traditionally 
defined mother role postpartum, or reconstrue the mother role in a 
less stereotyped way with which they can be satisfied, the majority 
of women in the ill-adjusted group perceive the mother role post- 
partum in a more traditional or idealized way involving a greater 
conflict with outside interests or a greater dichotomy between good 
and bad qualities (perfect selflessness for the ideal mother). In some 
cases, the conception of the mother role remains similar and the 
difficulties are expressed in terms of the woman’s and/or her hus- 
band’s greater moodiness and inability to be ‘good’. 

It is difficult to say what makes one woman able to reconstrue the 
maternal role while another woman finds herself at odds with her 
definition of the role to which she feels she ought but cannot ascribe. 
Looking at the group of ill-adjusted women it seems that the defini- 
tion of this role with which they are in conflict is a very idealistic 
one! — one to which the well-adjusted women no longer ascribe. 
This image of the all-sacrificing mother is a cultural one, but it is 
also one which results from a very primitive psychological mechanism 
involving the separation of good and bad qualities which are then 
ascribed to different people - the fairies and the witches of childhood 
(it is the process called ‘splitting’). The women in the ill-adjusted 
group seem less able at this particular time to reach back to a realistic 
image of the good mother who is neither idealized nor denigrated. 
One can only conjecture that they have less often come to terms with 
their conflicting feelings towards their own mothers. In fact the 
women in this group less often perceive their mothers to be good 


1 The fact that the difference is striking between the two groups precludes the 
idealized picture being an artifact of my use of the term ‘ideal mother’ —which 
by the way I stressed referred to ‘your personal view of what a good mother 
should be like’. 
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mothers than the women in the well-adjusted group and the idealized 
image of the good mother which they evoke at the time of their own 
child’s infancy may be the counterbalance for the kind of mothering 
they received or felt they received. 

I would say that the picture of the all-sacrificing perfect mother is 
largely culturally determined during pregnancy but that postpartum 
it persists or increases in women for more personal psychological 
reasons relating to their own experience of being mothered. 

Earlier on in this book I talked about the problem of ‘adjustment’. 
In what sense can we say that some women are ‘well adjusted’? I 
think it is possible to say from looking at the findings I have pre- 
sented that some women are well adjusted in the sense that they 
experience no conflict with the social environment and the traditional 
roles it defines but that others are well adjusted in the broader, less 
constricted sense that they are at peace with a more personal definition 
of their role and that they are able to call forth a more realistic 
appraisal of their human environment where positive and negative 
qualities are integrated. 

The processes of identification with parental images obviously 
occur throughout life. Some of the processes I described in this chap- 
ter probably take place before carly pregnancy with the decision to 
conceive and with the knowledge of the pregnancy. The women in 
the ‘pregnant group’ tend to see themselves as more similar to their 
mother than the ‘non-pregnant group’ of women I tested, even in 
early pregnancy. This is particularly true when the similarity is con- 
sidered for the ‘maternal dimension’ only. Also in terms of these 
qualities relating to the maternal tole, the pregnant women on 
average tend to see themselves as being more like their mothers than 
their fathers whereas the non-pregnant women tend to see themselves 
as being more like their fathers than their mothers. This was true 
both in early pregnancy and postpartum. 


A note on the criteria of adjustment 


The three measures I combined to distinguish between well-adjusted 


and ill-adjusted women are very different. Two of them are based on 
questionnaires filled in by the women, the t 


the obstetricians. The latter refers to the pre 
baby’s health after the birth; the baby ques 
the third month postpartum; the depressio 


hird is a report given by 
gnancy, the birth and the 
tionnaire refers mainly to 
n questionnaire compares 
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pre-and postpartum. The person reporting varies, the time of report- 
ing varies, the period assessed varies, the nature of the problems 
investigated varies. 

One could wonder if the kind of changes in self-concept and per- 
ception of family members which I described earlier really only 
relate to one or two of the measures. I therefore analysed the changes 
occurring in women who showed some disturbance versus the 
women who showed no disturbance on each of the measures separ- 
ately. On the doctor’s report criterion, twenty-eight women showed 
some evidence of disturbance versus twenty-three who did not. On 
the depression questionnaire seventeen women showed some evidence 
of disturbance, versus thirty-four who did not. On the baby ques- 
tionnaire eighteen women showed some evidence of disturbance, 
versus thirty-three who did not. Three separate analyses were per- 
formed opposing well- and ill-adjusted women on cach of the three 
criteria. The various changes which I had predicted and described in 
relation to the extreme groups identified when the criteria were 
combined (perception of self in relation to mother, to ideal mother, 
to husband) hold true but to a lesser extent. For example, for each of 
the criteria, there is a greater dissimilarity in perception of self in 
relation to mother after the birth of the child for the women who 
experience difficulties, and a greater similarity in perception of self 
in relation to mother after the birth of the child for the women who 
experience no difficulties. However, although in all three cases the 
women with no difficulties tend to see themselves as more like their 
mother postpartum than do the women with difficulties, the difference 
is in fact rather small (and reaches statistical significance in one case 
only). 

It could be argued that the two measures which rely on the woman’s 
own report and which are comparable in timing (since the second 
depression form and the baby questionnaire are administered at the 
same time), are more likely to be capturing a similar process. I 
combined the depression criterion and the baby critcrion and separ- 
ated a well-adjusted group of twenty-four women who experienced 
difficulties on neither of these two criteria, and an ill-adjusted group 
of eighteen women who experienced difficulties on both of these 
criteria. However, here again, although the processes tended to be 
similar they were not as clear cut and extreme as when the three 
criteria were taken into account. Only the satisfaction with self as a 
mother (similarity between self and ideal mother) was more extreme 
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in opposite groups when these two rather than the three measures 
were combined. 

This supports the idea of combining such different criteria, based 
on the notion that difficulties can be expressed in different ways and 
that difficulties in different areas will have similar meanings and 
repercussions. Physical symptoms as rated by obstetricians are equally 
important when the self-concept of the mother is the focus of interest. 
How a woman physically experiences pregnancy and childbirth and 
the state of the baby will be important in shaping her conception of 
herself as a mother; conversely, it is possible that a woman who, for 
whatever reason, cannot modify her self-concept or see herself as a 
mother will encounter difficulties at a somatic level in connection 
with bearing a child. 

The fact that combining criteria proved fruitful points to the com- 
plexity of the processes and interactions involved and the futility 
of searching for a causal explanation. 

The three criteria I used were fairly crude and limited in time. It 


is likely that more sensitive and extensive measures would make the 
processes more evident still. 


Chapter 5 
Conflict and acceptance 
of pregnancy 


‘That lady is pregnant, isn’t she? 
Her husband went off and got killed. He used to work there in the field. 


And she just stands there in the field, thinking of him all the time. 
Well, you can’t say anything more, can you?’ (Story given by 
Mrs S., after she had a late miscarriage) 


Inspired by David and DeVault’s findings that women who are 
selectively tuned to perceiving a pregnant woman in an ambiguous 
stimulus, are likely to have easier deliveries, I chose to consider such 
greater acceptance of the pregnancy. At the 
ks before the expected date of delivery, I 


presented women with the TAT card mentioned earlier (country 
scene with a man, a young woman carrying books and an older 


pregnant woman). I predicted that women who were to present a 
more often describe the woman as 


healthy adjustment would : b 
pregnant than would the women who were to experience difficulties. 
This is not the case. Between 60 and 70%, of the women in either 
ure as pregnant. David and 


group describe the woman on the pict 
DeVault’s ill-adjusted group is more restricted than mine and only 
cords’ which is meant to 


Comprises ‘abnormal delivery-room re which 
include both difficult deliveries and abnormalities in the baby. I 


attempted to use a similar criterion to split my sample into two groups, 
according to the obstetrician’s ratings of the woman on the labour and 
delivery scale and on the health of the baby scale. With this new 
criterion twenty-three women are ill-adjusted and twenty-seven well 
adjusted. There is still no difference between these groups in the num- 
ber of women who perceive the woman as pregnant on the TAT 
card, but there is a tendency for the women who perceive the preg- 
nant woman to have shorter labours. It has been shown (McDonald 


a perception as indicating 
second interview, 10 wee 
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et al., 1963) that less anxious women tend to have shorter labour times 
than more anxious ones. It could be that the women who perceive 
the pregnancy tend to be less anxious. However too much should not 
be made of this as the association between perception of pregnancy 
and labour time is rather loose.1 
As a tentative explanation of these negative findings I suggest that 
the acceptance of pregnancy is only one of the factors involved in the 
perception of the pregnant woman, and that for some women, 
conflict and anxiety may be a sensitizing factor to the stimulus, while 
it would be an inhibiting factor for others. The method of coping with 
conflict, what psychoanalytic theory calls ‘defence mechanism’, would 
be as or more important than the intensity of the conflict. The notion 
of ‘acceptance of pregnancy’ is actually a complex one if we think 
that a person can accept something at one level but reject it at another 
level. It is also difficult to predict what might cause greater difficul- 
ties, an open rejection of the baby, an unconscious rejection of the 
baby or a great conflict over the baby. Mrs James, a woman in her 
thirties, is the only woman in my sample who openly rejected her 
pregnancy. She had thought she would never have a child and got 
pregnant accidentally but she did not want an abortion. ‘I hate 
children, I thought I would never have any, I went quite mental when 
I found out’, she said the first time I saw her. At the second interview, 
talking about her expectations of baby care: ‘I suppose you shove it 
in the bath and shove food into it...” After the birth of the baby, at 
the last interview, she said her first thought about her daughter was 
I don’t like her much’. She felt very depressed the first two weeks 
and wanted to throw the baby out of the window. Still she is relieved 
HOE have a boy, the thought of which is even worse. She still does 
not like children and will not have any more. And yet in reply to my 
asking if she felt she had changed she said ‘no, except I didn’t think I 
could pick her up, change her and in fact I don’t mind, I suppose 
because she is mine’. This openly rejecting mother perceived the 
pregnant woman on the TAT card. In this case one could say that she 
was only too sensitized to the pregnancy. The story she tells involves 
a young student on holiday who comes across the pregnant peasant 
woman: and the farmer. They look poor. ‘She rushes off and studies 
like mad so that she doesn’t have to end up in a situation like that.’ 
Perhaps she is referring here as much to the pregnancy as to the 


poverty. Mrs James did not in fact belong to the ill-adjusted group, 
Lr= +24; p<'Io (2 tailed), 
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but to the middle group, comprising those women who showed 
difficulties on one of the criteria only, in her case the doctor’s report 
(she experienced a difficult pregnancy and delivery). 

In any case, whether or not the perception of the pregnant woman 
on the TAT card is in part connected with the acceptance of preg- 
nancy, this ‘acceptance’ might be best considered in more dynamic 
and interactive terms. Indeed, the acceptance of pregnancy may 
modify and be modified by other processes, somatic and experiential, 
throughout pregnancy and the postpartum. The one time testing 
during pregnancy does not allow the recording of such a process. It 
may be, for example, that conflict is greater and healthier in early 
pregnancy than it is in late pregnancy and postpartum. This is a view 
taken by Hanford (1968) who suggests that the pregnant woman’s 
mental conflict will decrease through the nine months. This explains 
why nausea and vomiting which are generally considered to be emo- 
tional reactions, occur with greatest frequency during the carly 
months of pregnancy. After the first trimester there is for most 
women a drop in symptomatology i ; i 

This TAT card has been called the ‘oedipal card’ because of the 
three-person situation: a man, an older and a younger woman which 
evokes the situation of the girl in relation to her parents; the story 
the woman tells is felt to reflect how she resolves the conflicts in- 
volved in this triangular situation. Out of the twenty-nine women in 
the two extreme groups I have been considering, ten gave a story 
me stories the young girl is jealous or 
‘The woman that looks pregnant looks 
Id think it’s a farming family and I 
re sisters and one is 


expressing the conflict. In so 
envious of the older woman. 
a lot older than the man. I shou 
would say from the features that the two women a i 
married to the man. The one against the tree (the older one) is 
married to the man who is ploughing. Very contented life. The girl, 
judging from the look on the face has a lot of affection for the man 
but is very envious. But she is proud and would never say it. She 
would wait for the sister’s baby to be born and give her love to the 
baby. She is not happy, like jealousy. She has capable hands like the 
other’ (Mrs Longman, one of the well-adjusted women). Sometimes 
the younger woman feels left out ‘These two are married (older 
Woman and man). She’s quite a hard woman; she’s going to have r 
baby. This girl (young woman) is at college and she has liked him for 
a while and she follows him home and sees he’s married and works 
hard on the farm and is going to be a dad and she is sad over it. She 
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knows she can’t get anywhere with him. She didn’t know he was 
married, she’d just seen him, so she is going to try and forget him 
and that will be the end of it. He looks quite nice from the back 
view.’ (Mrs Pyke, one of the ill-adjusted women.) 

In two cases the man walks off with the younger woman. ‘There 
is the girl who’s always loved him (young woman). There, his nice 
confident pregnant wife (older woman) who admires him looking 
all muscley and brown. She knows the other girl likes him which is 
why she is looking so smug. I should think he'll probably go off 
because she looks as if she is getting a bit bovine. I can’t really think of 
a story, it’s just a situation. This one (older woman) will probably 
have a sad end, walk away and pine for him’ (Mrs Phillips, a woman 
in the ill-adjusted group). Or this dramatic story: ‘A man out plough- 
ing, working on the land and the two women who love him standing 
there. One, a sort of earth mother figure (older woman) — it looks as 
if she is pregnant — who perhaps he is living with, and the other the 
modern intellectual hardy girl with clean clothes and clean looks, both 
admiring the man and the strength. I think she is jealous. And he is 
torn between the two and doesn’t know which way to turn and 
eventually winds up with the farm woman but always part of him 
hankers after the one on the left (young woman) and finally he might 
leave one for the other, like Jude the Obscure, but she doesn’t have 
the sensuality and warmth of the farm woman. The other woman 
(older one) commits suicide. He returns to the farm and lives not 
very happily ever after.’ (Mrs Carter, an ill-adjusted woman.) 

In all the other nineteen cases there is no such rivalry in the story. 
Other conflicts are expressed mainly between education and country 
life, career and childbearing. ‘Small farm. This man and woman 
work on the farm that belongs to the girl’s father. She is about 
16. She has a very good education. She looks nice and tidy. Her 
patents eave don’t associate with farming boys; just do your studics. 
You don’t want to become like the farmer’s wife. One day she 
sees this woman is pregnant. She thinks this woman looks so happy 
she wonders if what her parents taught her is right or wrong. 
(Mrs Temple, an ill-adjusted woman.) ‘Probably the girl is looking at 
the woman and wondering whether she wanted to be a career girl 
rather than settle down and have a family. She is a bit wilful and 
she doesn’t know whether she is doing the right thing. Whether she 
would be best settling down instead of making a career for herself. 
The wife looks very proud and satisfied with herself? (Mrs Boulton, 
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a woman in the ill-adjusted group also clearly showed this conflict 
on her grid.) In a number of cases no conflict at all is depicted. “They 
don’t look as if they belong to the same period. The girl has been 
sitting on the hill, reading the books. She is looking at the view and 
imagining what happens in the books. The man is ploughing and 
the wife is standing there, obviously pregnant. She is going home to 
her tea now. She looks quite peaceful. The man will lead the horse 
into the shed. They will all be going home.’ (Mrs Longford in the 
ill-adjusted group). In this story the conflict is perhaps avoided by 
construing the people as unrelated to each other. In other stories it 
is avoided by omitting one of the characters or making them non- 
human. ‘I don’t know much about farming: is it spring or harvest? 
I guess they plough at both times. I don’t know what to say about 
this. Harvest is over and she looks very satisfied with herself and 
ploughing the land for the following year, to start all over again.’ 
(Mrs Salmon in the ill-adjusted group.) ‘Is it supposed to be on a 
plantation? I suppose she (younger woman) could be a school 
teacher. Is that a pregnant woman there (older woman)? It looks like 
they are waiting for something to happen but I can’t put a story to 
it, not really . . . they look a bit like statues. Something lacking in the 
photograph. They are waiting for something; maybe it’s happened. 
I don’t know.’ (Mrs Jones in the ill-adjusted group.) f , 
An unusual story was given by Mrs Ramsey, a woman in the ill- 
adjusted group: ‘She (older woman) looks as if she has just started 
labour by the looks of it and he is just leaving his horse to go towards 
her. He has just called out and the girl looks as if she is going to turn 
around, I should think he will send her to get help. . = I should think 
he takes her (older woman) to the house and waits for help. She 
Probably gives birth to a lovely baby boy, which 3s what e 
Mrs Ramsey did give birth to a boy but she had a difficult and very 
long labour (34 hours); forceps had to be used because of inertia. 
Another story suggested to me some anxiety about the delivery, 
though in this case represented symbolically. The story was given by 


Mrs Kahn, a woman in the middle group- “Is that a statue (woman 
: nt any names? I'll call her Jane (young 
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distressed and explained that their sons had gone out the evening 
before to the sea shore and hadn’t returned. A search party had been 
sent out but to no avail. Jane asked if they had contacted the police — 
they said yes. So Jane had the idea to take the other children to the 
sea shore and they would do their own search because she knew some 
caves. All the children got hats and coats and went to the seashore 
and she divided them into little groups and told them to go searching. 
She took a party of four with her and went to the caves. She went 
inside, it’s very dark and all the children had torches and ropes and 
they went further and further calling every now and then the names 
of the boys. One of the other children told her to be quiet because 
he thought he heard someone calling. They stopped still and heard 
someone. They made their Way very carefully in the direction of the 
voice but came to a dead end because there had been a cave in. Jane 
called out and the boys answered and said they were trapped but not 
badly hurt. Jane sent one of the children for help and very soon all 
the rubble etc. had been dug away and the boys were free.’ 

The fantasy expressed here could be interpreted along psychoana- 
lytic and particularly Kleinian lines, 

Melanie Klein has described the girl’s wish to rob her mother of 
the babies and the father’s penis seen in fantasy as being inside 
mother (the missing children are boys) and the anxiety and guilt 
associated with this (she asks the distressed parents if they have con- 
tacted the police). The guilt over her fantasy that she has stolen the 
baby from mother (the mother/pregnant woman is interestingly 
enough blotted out of the picture by being made into a statue, which 


makes her harmless) makes her fear what will happen to the baby 
inside her own ‘cay 


e (the boys are trapped but not badly hurt). 
Mrs Kahn’s mother died when Mrs Kahn was in her teens which 
may have increased her guilt in relation to her mother. Like Mrs 
Jones, Mrs Kahn had 


(one can’t help relate this to the last P 
wrote on her form, ‘ 


rm on the second day of the follow- 


ing month. This is when the labour started (a week before the expec- 


ted date of delivery), 


There is a somewhat 
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people. This was the case for six out of the eighteen ill-adjusted 
women (33%) but only two out of the eleven well-adjusted women 
(18%). 

For both well- and ill-adjusted women when the story involves 
a three person situation where one person is left out (for instance the 
man is married to the older woman and the younger one is left out 
or rejected) or one person feels jealous or envious of the other one, 
the older woman is always perceived to be pregnant. This is only the 
case in roughly half (52%) of the other stories (involving no conflict 
at all or a conflict over education versus country life or education and 
career versus motherhood). There is therefore some connection be- 
tween not perceiving the woman as pregnant and not perceiving a 
three-person rivalrous situation. It seems fair to hypothesize here the 
avoidance or the denial of such a conflict especially since the picture 
is selected to evoke such a situation. The following story given by 
Mrs Craft, a woman in the well-adjusted group, illustrates an almost 
conscious avoidance of this conflict, though she does perceive the 
pregnancy. ‘Is she pregnant? she must be. You could make a really 
hasty story, couldn’t you? That one, Alice, was brought up on a 
farm and then sent to study to town but her love was for the country 
and here she is dreaming of ploughed fields and peasant women, 
hoping that one day she will return to where her heart really belongs, 
and she hopes that she will be a pregnant lady, like this woman in the 
corner, and lead a peasant’s life — that is all in her dream. We never 
find out what the ‘nasty story’ is and this is ensured by making the 
pregnant lady into the young woman's dream of what she will 
become. The man is not mentioned. The three-person conflict is 
avoided. i . 

This idea connects up with another finding. I argued that if percep- 
tion of the pregnant woman in the stimulus card is used as an indicator 
of the acceptance of this pregnancy, and if the acceptance of preg- 
nancy entails a reappraisal of roles within the family, then it should 
be possible to show a reappraisal of roles by the women who per- 
ceive the older woman on the TAT card as pregnant. In particular 
the reappraisal of roles would involve a modified perception of the 
husband in his new role of father. This should appear on the grid as 


increased similarity between father and husband. This is the case. For 


the ‘perceivers’, there is a tendency to see father and husband as 
becoming increasingly similar to each other from early pregnancy to 


Re . 
postpartum; for the ‘non-perceivers there is a tendency to sce father 
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and husband as becoming increasingly dissimilar from early preg- 
nancy to postpartum. Postpartum, as a group, the ‘perceivers’ see 
their husbands and fathers as much more similar to each other than 
do the ‘non-perceivers’. Similarly I felt that there would be a greater 
tendency for ‘perceivers’ to differentiate between male and female 
roles. Indeed the ‘perceivers’ at all three times tended to see the hus- 
band as less like the ideal mother than did the ‘non-perceivers’. 
These findings support the notion that the defence mechanism of 
denial (the process by which either some painful experience, or some 


aspect of the self is denied) is taking place in some women. It is 
generally the same women 


. « . Nervousness makes me feel about babies something like the way I 
feel about a piece of ceramic sculpture I have just finished and am proud of; 
that since they are very liable to be broken anyway, it is almost better 
to break them immediately and end the suspense. She looked so fragile; it 
was as nerveracking as being in bed with a large and delicate egg. I felt 
that some kind of violent action, like jumping out of the window, was 
called for, but all I could do was sit there and try to meet the unwavering 
stare of those violet eyes. With what does one bridge the gap between the 
newborn and one who has gone through twenty-five years of life? Surely 
she was drawing some immense conclusion from this first impression that 
would affect her whole life; what could I do to impress her favourably? 

I suppose if I'd made up my mind to breast-feed her this social 
embarrassment wouldn’t have arisen; there would have been something 
to do beside stare at each other. But I haven't — I can’t. Maybe if I had 
milk I could decide but it seems so impossible to decide about something 
which isn’t even there yet. Maybe it won't come at all either. Oh dear, 
I don't even want to touch her much; how can I submit to such an animal 
contact? But all my reason is on the pro side. 

<.. The moment I woke I knew my milk had come in. What a curious 
sensation! Where there was nothing yesterday, suddenly today there is 
milk, and my breasts are very swollen, No, not really milk, but a nasty, 
thin, brown-looking stuff - the colostrum, I suppose. 

So, with a kind of desperation, I thought: Now it’s here, why waste it? 
TIl blame myself always if I don’t at least try. 
<.. I hadn't realized a natural process could be so painful. It is as if 
blinding light were poured into the eye, or a deafening noise into the ear; 
an organ sensitized to one kind of stimulus (touch in this case) has the 
same kind of stimulus, but much too strong, applied to it. 


The nurse said lovingly that the baby was a ‘good little nurser’, 


meaning, I suppose, the way she rose to the breast with a snap of a 


hungry trout. After the first bite, however, it was not so bad; rather 
pleasant, in fact. I could feel my uterus contract and a purely physiological 
peace and warmth ran through me. This I had expected, but there is a 


psychological peace, too, which I didn’t expect . . . Abigail Lewis 


Chapter 6 


On the psychology of women 
and femininity 


If you want to know more about femininity, you must interrogate 
your own experience, or turn to the poets, or else wait until science can 
give you more profound and more coherent information. S. Freud 


I would like to proceed slightly differently in this chapter. I will dis- 
cuss the meaning of ‘femininity’ and how one can get an understanding 
of femininity. Iwill present my own findings when they are relevant. 
I will start with the Freudian view of femininity not because one 
should always start with Freud but because his view is so coloured 
by and has so coloured the cultural notion of femininity. 

It is fair to point out that Freud was much more cautious about 
his assertions than his critics generally think. He was also much more 
contradictory and complex in his statements than his critics and some- 
times his followers suggest. His understanding of cultural influences 
is greater than is generally acknowledged. He writes: ‘. . . we must 
take care not to underestimate the influence of social conventions, 
which also force women into passive situations.’ 

In his paper on the ‘Psychology of Women’ (1933) Freud begins 
cautiously: ‘even in the sphere of human sexual life, one soon notices 
how unsatisfactory it is to identify masculine behaviour with activity 
and feminine with passivity’. He then goes on to make a distinction 
between passivity and passive aims — ‘One might make an attempt 
to characterize femininity psychologically by saying that it involves 
a preference for passive aims. That is naturally not the same as 
passivity; it may require a good deal of activity to achieve a passive 
end.’ In the next sentence, however, passivity and passive aims are 
linked again: ‘It may be that the part played by women in the sexual 


function leads them to incline towards passive behaviour and passive 
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aims, and that this inclination extends into their ordinary life to a 
greater or less degree, according to whether the influence of their 
sexual life as a model is limited or far-reaching.’ 

Besides a preference for passive aims, femininity is characterized 
by masochism. Masochism, Freud writes, is due to the repression of 
aggressiveness which is imposed on women by society and by their 
constitution. ‘Masochism is . . . truly feminine.’ 

According to Freud, the little girl lives a masculine life, obtaining 
pleasure through the excitation of her clitoris and directing her sexual 


e sexes. “The discovery 
of her castration is a turning-point in the life of the girl . . . (she) 
llic sexuality spoilt by the influence 
then gives up clitoritic masturbation. 


RE Ee - So that we get the paradoxical situation 
at femininity involves the wish to be male. Niles Newton’s study 


Sod earlier, shows that the ‘culturally feminine’ women generally 
wished to be men, as Opposed to the ‘biologically feminine’ women 


who were satisfied with being female. It seems very tortuous indeed 
to believe that true femini 


a nity involves rejection of one’s biological 
As early as 1932, Freud’s phallocentric view was criticized by 
Tan and Jane Suttie: 


Freud . . . makes little 


Ae A of the father’s jealousy of the mother’s re- 


+ Women, he says, envy masculinity . . . not 
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and associated aggressiveness are then projected upon woman and 
child respectively in the following manner. ‘Not I, the father’ — it 
would run — ‘envy them; they envy me. I would never harm the 
child, or grudge it its infantile pleasures. These do not appeal in 
the least to a man who has “put away all childish things”. It is 
the child who envies me, the father, my sexual powers and privi- 
leges. So also it is not I who envy the mother her breasts and her 
power to bear children, it is she who envies me the penis.’ 


Clara Thompson, amongst others, emphasizes the fact that ‘penis 
envy’ symbolizes and refers to the actual position of power of males 
in our society rather than to any inherent envy of the penis. 

Another interesting passage in Freud’s paper “The Psychology of 
Women’ refers to the little girl’s wish to have a child which occurs 
‘before the phallic phase was interfered with’, that is before the ‘dis- 
covery of her castration’. At this early stage Freud says, the meaning 
of her playing with dolls is not really an expression of her femininity; 
‘it served, in identifying her with her mother, the purpose of sub- 
stituting activity for passivity’. This suggests that the mother as 
mother is masculine, the ‘phallic mother’ Freud talks about — not 
just in the little girl’s imagination but the actual active mother (since 
identifying with her makes the girl masculine). Helen Deutsch takes 
up and emphasizes Freud’s position devoting a special chapter of her 
book on The Psychology of Women (1945) to ‘each of the three 
essential traits of femininity — narcissism, passivity and masochism’. 

Female passivity is the cornerstone of the Freudian notion of 
femininity. Physiology and anatomy are given as the basis for this 
equation of femininity with passivity. The ovum is relatively 
motionless, passively expectant, while the spermatozoid is active and 
mobile. The behaviour of the sexual partners during intercourse 
continues this differentiation between masculine-active and the 
feminine-passive. The anatomy of the sex organs leaves no doubt as 
to the character of their aims: the masculine organ is made for active 
penetration, the feminine for passive reception. The objection that 
many and even most normal women develop a high degree of 
activity during sexual intercourse does not refute the view presented 
here. There are facts that seemingly contradict the natural law but are 
nevertheless of great significance. They are secondary forms of be- 
haviour, for the most part psychologically determined. Woman's 
protest against her passive role and her tendency to identification may 
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play a part in this active behaviour’. Similarly, Helen Deutsch goes 
on to dismiss Margaret Mead’s study of a primitive tribe in which 
women play an active and aggressive role, while the men perform 
social functions regarded elsewhere as feminine, as ‘exceptions (which) 
cannot change the general principal’. 

This notion of female passivity is linked to the distinction between 
clitoral and vaginal eroticism. According to Freud (1931) ‘the sexual 
life of the woman is regularly split up into two phases, the first which 
is of a masculine character, whilst only the second is specifically 
feminine; this split corresponds to the renouncing of the clitoris in 
favour of the vagina’. 

Masters and Johnson conclude from their recent research that there 
is no such thing as a vaginal orgasm distinct from a clitoral orgasm, 
that the clitoris always participates and the nature of the orgasm is 
the same regardless of the erotogenic zone stimulated to produce it. 
In a recent book, Irving Singer (1973) rejects the notion that all 
female orgasms are similar and adopts a pluralistic approach: “By 
“pluralism” I mean the refusal to assume in advance that nature pre- 
scribes a unitary model for male and female responses, that there is 
any one norm which could indicate how all men or women must 
behave in order to function properly, that there is a unique mode of 
consummation that satisfies male or female sexuality, that there is a 
universal condition which constitutes Or structures sexual response in 
all people on all occasions, or that there is a single instinct or biological 
system basic to human sexuality’. Singer argues that Freud as well as 


Masters and Johnson suffer from a wish to describe a norm of sexual 
responsiveness. On the 


hat | s were done in a laboratory situation, thus 
limiting the kind of orgasmic responses produced. 


In any case, what is important to re 
Johnson and Singer is that the cli 


d not, as Freud Suggested, toa 
sexuality. Gillespie (1969) puts it as follows 


++. we should reconsider very carefully the question of whether 
clitoral excitation is necessarily associated with the urge to pene- 
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trate and act the male; may not clitoral excitation on the contrary 
lead to the wish to be penetrated in order to satisfy its proper erotic 
aim in the physiological manner that has been described? In the 
former case, penis envy indeed seems an inevitable and therefore 
normal consequence of anatomy; but in the latter case, penis 
desire, i.e. the desire to be penetrated and so stimulated both 
vaginally and clitorally, is the outcome to be expected in a normal 


female psychosexual development. 


From their study of the physiological responses during intercourse 
Masters and Johnson have shown that the vagina is not passive or 
purely ‘receptive’ (a term Sylvia Payne prefers to use). During inter- 
course ‘the engorged vaginal barrel, gripping the penis, holds the 
semen in the vagina after ejaculation. Equally important, the “bal- 
looning” of the vagina during a woman’s sexual response . . . pro- 
vides a useful cup-like receptacle for semen. . . . Following his 
ejaculation, a pool of semen collects in this receptacle; and as her 
sexual tension subsides, her cervix promptly dips down into this 
pool of semen. At about the same time, the opening in the cervix, 
known as the cervical os, enlarges. All this, it seems likely, makes it 
easy for the sperm cells to swim up through the os into the uterus, 
and up the Fallopian tubes to meet a descending ovum and fertilize 
it? (R. and E. Brecher, 1968). In certain cases of infertility Masters 
found that some factor in the vaginal fluids (which he called ‘the 
lethal factor’) is capable of inactivating sperm cells within seconds. 
Studies I mentioned earlier (Chapter 12) speculated on other possible 
mechanisms of infertility such as expulsion of the semen or spasm 
of the Fallopian tubes. Bardwick and Behrman (1967) conducted an 
experiment with a view to studying changes in the contractions of 
the uterus in response to sexual and non-sexual stimuli. Before the 
experiment, each of the subjects was given some psychological tests 
and two groups of women were identified: those who were passive 


ho were neither passive nor sexually 


and sexually anxious and those w! 
anxious. Uterine contractions Were measured by means of a small 


water-filled balloon inserted in the uterus. They found that the high 
anxious women extruded the intra-uterine balloon and the low 
anxious women had uterine spasms. The extrusion of the balloon 


(which occurred without the women being aware of it) by the 
women occurred when they were 


passive and sexually anxious 
uli or shortly afterwards. The authors 


confronted with the sexual stim 
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interpret the extrusion as a way of ending the experiment (without 
having to express anger directly) and ending the anxiety situation — 
for women who are sexually anxious and passive, i.e. unable to ex- 
press anger directly. Under the same conditions, the women who were 
not passive or sexually anxious, revealed brief uterine spasms when 
they were presented sexual stimuli. ‘Other experiments suggested 
that these muscle spasms might be the normal response of the uterus 
during coitus and could have the effect of increasing the probability 
of conception. The expulsive pattern of the anxious women would 
seem to have the opposite effect.’ If this is so, then different responses 
of the uterus would either prevent or facilitate conception. 

These kinds of findings suggest that it is important to consider the 
active aspects of female sexuality and that it takes more than just the 
male’s activity if conception is to take place. 

I do not personally feel that it is at this level that we should look 
for the answer to femininity but it is important to mention this 
aspect of sexuality since it is at this level that claims to female 
passivity have been voiced. Indeed Freud says: ‘Nature has paid less 
careful attention to the demands of the female function than to those 
of masculinity. And . . . this may be based on the fact that the achieve- 
ment of the biological aim is entrusted to the aggressiveness of the 


male, and is to some extent independent of the cooperation of the 
female. (1933). 


The other important character 


ing erotically the 
is then, as they say, 
this idea, emphasizes t 
masochism (which seryes 
masochistic perversion (w 
having pain inflicted on hi 
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compensation. Here we come to a development that again and again 
takes place in the woman: activity becomes passivity, and aggression 
is renounced for the sake of being loved. In this renunciation the 
aggressive forces that are not actively spent must find an outlet, 
and they do this by endowing the passive state of being loved with a 
masochistic character. Earlier we have tried to explain feminine 
passivity on the basis of the anatomic difference between the sexes. 
The same explanation applies to feminine masochism. The absence 
of an active organ brought the turn toward passivity and masochism 
in its train. It is noteworthy that the processes in the ego and the 
instincts, the constitutional, anatomic, and environmental factors, 
all seem to work together to produce femininity.’ 

Helen Deutsch’s postulation of a feminine masochism rests on the 
notion of the girl’s switch to passivity when she becomes aware of 
her ‘castration’. But even if we were to accept this as being the prime 
factor in the development of femininity (which I don’t, as I will dis- 
cuss later on) it seems like a rather fortuitous jump to make from 
lack of a penis to masochism. The confusion in her chapter on 
feminine masochism between the constitutional and the environ- 
mental, is summed up in these sentences: ‘In his function the father 
is a representative of the environment, which later will again and 
again exert this inhibiting influence on the woman’s activity and 
drive her back into her constitutionally predetermined passive 
role. . . . He appears, without being conscious of it, as a seducer, with 
whose help the girl’s aggressive instinctual components are trans- 
formed into masochistic ones.’ She describes the role of social 
factors in the turn from the girl’s activity to passivity and masochism 
but goes on to assume that the latter are constitutional. 

In his article on ‘The Economic Problem in Masochism’ (1924) 
Freud talks about the similarity between the type of masochism he 
calls feminine masochism’ and childish behaviour: ‘. . . the masochist 
wants to be treated like a little helpless, dependent child, but espe- 
cially like a naughty child’. Significant is the fact that in his paper he 
describes this form of masochism in men. The kind of behaviour 
which he sces as neurotic in men he assumes to be normal in 
women. 

This view is based on a model which postulates instincts to explain 
behaviour. Such a model, apart from the fact that it relegates huge 
chunks of behaviour to the inevitable, depends on too many assump- 
tions to make it tenable. Helen Deutsch has to introduce the existence 
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ofanother essential trait of femininity, narcissism (self love) to saan? 
balance masochism (self injury). ‘Since the sexual tendencies o 
woman are directed toward goals that are dangerous for her ego, the 
latter defends itself and strengthens its inner security by intensifying 
its selflove, which manifests itself as “narcissism”. Woman s sexual 
goals are dangerous for her ego because they are masochistic a 
character, and the riddle of feminine narcissism can be solved on y 
if we understand feminine masochism, the aggressor in the inner 
conflict.” This is very tortuous indeed! 

Helen Deutsch describes two sets of phenomena when she refers 
to female masochism. First her observation that women ‘gladly 
expose themselves to privations and sufferings leading in its extreme 
form to prostitution. She interprets this as evidence of innate maso- 
chism rather than understanding it in psychological and sociological 
terms. Second, she links the physical pain of defloration, menstruation 
and childbirth with masochism. This view is one which takes no 
account of the meaning of the painful situation and of the presence of 
relationships. To say, for example, that defloration is masochistic - 
i.e., that it is pain inflicted for its own sake — is absurd. Similarly, 
labour pains are not an end in themselves and cannot be abstracted 
from the total context of having a baby. The meaning of the situa- 
tion is important not only to the ability to tolerate pain but also to 
the amount of actual pain experienced. 

Apart from being based on a model which does not take into 
account the complexity of the person involved in meaningful rela- 
tionships and the more tender side of emotional life, this view of 
femininity as inherently masochistic is inappropriate if the woman is 
to have a healthy creative relationship with another person. Let us 
take the woman’s relationship to her child, one in which our culture 
has placed the greatest emphasis on the woman’s self sacrifice and suf- 
fering ‘for the sake of the child’. Helen Deutsch takes this up: ‘The 
masochistic components of motherliness manifest the: 
mother’s readiness for self-sacrifice but . 


obvious return on the part of the object, 


willingness to undergo pain for the sake of her child as well as to 
renounce the child’s dependence u 


pon her when his hour of libera- 
tion comes.’ This view is one which takes no account of the real re- 
lationship between mother and child and the need for the mother to 
be contented if she is to fulfill the child’s needs. As Frieda Fromm- 
Reichman put it: ‘We know from psychoanalysis that there are few 


mselves in the 
- - without demand for any 
i.e. the child, and also in her 
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sacrifices made without resentment. Therefore, we do not think that 
a mother should give up her own happiness for the sake of her child. 
The happier the mother can be, the more she will be able to secure 
happiness and freedom of growth for her child; the more happiness 
she sacrifices for the sake of her child, the more she will resent the 
child for whom she did so, thus diminishing her capability to deal 
with him without hostility and resentment.’ Enid Balint (1971) goes 
even further in saying: ‘a child’s wish is not only to get, and in my 
opinion this is much helped if the mother’s wish to give is not over- 
strong.’ I find from my own experience with patients in therapy that 
people’s relationships and sense of worth are just as crippled when 
their mothers are unable to receive as they are crippled when their 
mothers are unable to give. Furthermore, in the mother-child 
relationship it is important for the mother as well as the child to be 
gratified. For example, if the relationship is good, breast-feeding and 
physical proximity are pleasurable. ‘Pleasure in the mutuality’ (E. 
Balint, 1971) is very different from ‘sacrifice for the love of the baby’, 
the masochistic attitude. My own findings, mentioned in the previous 
chapter, that the well-adjusted women had a more realistic view of 
the qualities necessary for a good mother, whereas the women who 
experienced difficulties tended to have a notion of a good mother as 
being perfect and self-sacrificing, are relevant. Also relevant is 
Lomas’s finding (1960) that a masochistic character structure pre- 
disposes a mother to a postpartum breakdown. ; a 

Another point worth thinking about is the incongruity in the 
Freudian image of the healthy woman. On the one hand she is 
supposed to be able to have orgasms (vaginal orgasms) while on 
the other hand she is supposed to be masochistic. It seems to me that 
the ability to enjoy sexual intercourse involves the ability to enjoy 
oneself as well as please one’s partner, to receive as well as to give — 
this the masochistic woman cannot do (unless we are in the realm of 
masochistic perversion, where pleasure involves pain). 


The notions of femininity I have discussed up till now are all very 
y and masochism are negative states: they are the 
inability to be active and the inability to be assertive. The sense of 


castration, the cornerstone of Freudian theory is negative. It is the 
; 


feeling that something is missing. I suggest that in order to under- 
stand femininity and the psychology of women, we must look at the 


positive aspects, at what the woman is rather than at what she is not. 
a F 


F 


negative. Passivit 
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Femininity refers to the qualities of the female sex, the sex a 
bears young. I think that it is in relation to the female body a 
biology only that we can understand femininity. Femininity refers 
to the awareness and acceptance and valuing of the female body and 
to the qualities which make for a good adjustment to the henne af 
young. This is far removed from the sense of inferiority and the wish 
to be male of Freudian femininity. 

I will stress again that I am far from saying that women should be 
defined in terms of their biology. I am saying that if we are to retain 
the word ‘femininity’ it must refer to the biological aspect of the 
female. Other aspects of the person cannot be referred to as feminine 
and masculine unless we are to take a social definition of it. An 
example of the latter is Helen Deutsch’s assertion that ‘woman’s 
intellectuality is to a large extent paid for by the loss of valuable femin- 
ine qualities: it feeds on the sap of the affective life and results in im- 
poverishment of this life either as a whole or in specific emotional 
qualities . . . ; everything relating to exploration and cognition, all 
the forms and kinds of human cultural aspiration that require a 
strictly objective approach, are with few exceptions the domain of 
the masculine intellect, of man’s spiritual power, against which woman 
can rarely compete’. All observations point to the fact that the intel- 
lectual woman is “masculinized”, One can’t help wondering if these 
‘few exceptions’ are created for herself! 

I will look at three different areas: first at what makes a person feel 
e is female and how this sense of femal 


at the feelings connected with and the meaning of having a female 
body; thirdly at psycholo; 


gical states relating to the biological female 
reproductive function. 


The sense of femaleness is 


sh eness develops; secondly 
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female genitalia. He describes the case of two girls, one who had no 
vagina or uterus and the other who had no gonads or female hor- 
mones in any physiologically significant amount. Both had been 
brought up as girls and never questioned their femaleness. Stoller also 
quotes the work of Money and Hampsons on masculinized females; 
this masculinization results from excessive adrenal androgens in utero 
which masculinize the external genitalia of female infants. One such 
girl raised as a girl turned out to be as feminine as other little girls 
while one raised as a male became a masculine little boy. In support of 
the notion that besides the environmental factor there is also a bio- 
logical force operating, he quotes the example of people who grow 
up convinced that they belong to the gender opposite to the one in 
which they have been brought up. One child, for example, was 
apparently a girl and raised as a girl. But from birth on she acted as 
if she were convinced she should be a boy. The effects of learning of 
gender left this child untouched. At puberty a physical examination 
revealed that she was a male with a penis the size of a clitoris. 


The two points which seem particularly important for our pur- 
he sense of femaleness is fixed ‘in the first few 


f identity so firm that almost no vicissi- 
tudes of living can destroy it’, secondly that the presence of a penis 
or a vagina is not essential for gender identity to develop. This 
counters the Freudian idea discussed earlier on, that the little girl is 
masculine until she discovers that she has no penis when she becomes 


feminine. 
, 
A recent paper of Stoller’s 


poses are, firstly that t 
years of life and is a piece o 


(1973) in which he distinguishes be- 


tween transsexuals and transvestites gives an understanding of the 
processes involved in the formation of gender identity. The male 
er identity is female, the male transvestite’s is male. 
] male has been feminine since earliest child- 
hood, in some cases as early as a year and in all without a phase of 
masculinity. By 3 or 4 he is already saying that he wants to be a 
girl. ... He plays only with girls, is accepted by them (in games 
in which no other boys are included) and takes only female roles. 
Usually while still adolescent, this person has already passed success- 
fully as a woman, never recognized to be a male. Her femininity is 
natural, not act or mimicry. On the other hand transvestism is a 
perversion in the sense that a substitute relationship, instead of a full 
human relationship, is required for maximum sexual gratification. 
The sexual act of cross-dressing focuses on the genitals as the most 


transsexual’s gend 
‘The adult transsexua 
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prized and necessary producer of pleasure; it es D a : a 
gets his greatest pleasure from his penis and spends “eh h : oe 
preoccupied with methods of gratifying his sexual needs, ae 
whatever appearances to the contrary — he prizes his maleness. is 

the case with the transvestite, as paradoxical as it seems since he i 
joys dressing as a woman.’ Whereas the transsexual considers himse 

to be a female trapped in a male body, the transvestite considers him- 
self to be male. Stoller found that mothers of transsexual boys often 
considered the son to be a cure to her lifelong hopelessness; she holds 
the child in an endless embrace; the child does not learn where his 
own body ends and hers begins. ‘A transsexual boy of 4 draws a 
picture entitled “Mother and Son”, wherein there is no clear de- 
lineation of his body from hers, He is without anatomical features, 
except for eyes, and is represented only as her arm. Both face forward, 
looking not at each other but at the world as if one.’ In a footnote to 
this article Stoller says ‘I wonder if many males are not a bit less sure 
of their maleness and masculinity than females of their femaleness 
and feminity; the greater amount of homosexual hallucination and 
delusion reported in male paranoid psychotics . . 
Perhaps this is evidence that the core gender iden 
endangered than in females; females do not nee 
able at first, to escape from having to identify w. 
from birth on.’ And later “Most of the perversi 
is this because men’s masculini 
to mother and that b 
from mother’s femal 
process to that describ, 
identity is the prima 
of ‘being’ which Winnicott (1971b 


- might point to this. 
tity of males is more 
d, and males are un- 
ith a female (mother) 
ons are found in men; 


ed by Freud seems to be 


- - Henceforth, on the male element side, 
identification needs to be ba: don complex mental mechanisms, men- 
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be when the baby and mother are not yet separated out in the in- 
fant’s rudimentary mind; or else the mother is incapable of making 
this contribution, in which case the baby has to develop without the 
capacity to be, or with a crippled capacity to be.’ Since this female 
clement of being exists in both males and females, one wonders if 
we should really call being the female clement and doing and being 
done to the male one — it might be best to call them primary and 
secondary states (thus taking into account other forms of social 
structures where for example ‘mothering’ is done by men as well as 
women). 

Sara Winter (1969) conducted a study of nursing mothers’ fantasies. 
A group of women were asked to give stories to a projective test 
(TAT) while breast-feeding their baby (this was done with a tape 
recorder); another group of women who were no longer breast- 
feeding their babies but had done so were asked to do similarly. She 
found a number of differences between the stories told by the women 
in both groups. The women who were breast-feeding gave stories 
where the treatment of time was non-chronological, the activities 
depicted were performed for the pleasure they yield in themselves, 
there were more references to positive feelings. On the contrary the 
women who were not breast-feeding (but had breast-fed their babies 
in the past) gave stories which were chronologically organized with 
past, present and future events presented in a deliberate fashion, and 
concentrated on negative feelings. Activities were more often per- 
formed for a reason. ‘One way to summarize these differences is that 
Aroused subjects (breast-feeding) focus on story characters’ positive 
present states of being, while Neutral subjects stress organized, care- 
fully considered doing over a period of time . . . The stories illustrate 
further, the direct, immediate, and emphatic quality of the Aroused 
subjects’ response to the pictures. This is in contrast to the Neutral 
subjects’ more detached attitude, in which response to the picture 
stimulus is mediated by the conceptual activities . . . Thus empathy 
(literally ‘feeling with’) appears to be another important characteris- 
tic of the nursing experience.’ Sara Winter distinguishes two groups 
in the non-nursing mothers, the ones whose stories most resembled 
high ‘Empathic Being Orientation’) and 


the nursing mothers’ stories ( : gor ‘ 1 
those that least resembled them (low ‘Empathic Being Orientation’). 


Eight out of the ten High Empathic Being Orientation mothers had 
female babies, while only three out of the ten Low Empathic Being 
Orientation mothers had female babies (this difference is statistically 
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significant). This finding is interesting in that one could speculate that 
there is a longer period of ‘being’ of the mother with baby girls 
than with baby boys, propitious to developing their sense of female- 
ness. A prolonged state of being with baby boys is what Stoller de- 
scribed in his study of transsexual boys (with a female identity). It is 
well known that from birth on, mothers treat boys and girls differ- 
ently though they may not be aware of it (but also that boys and 
girls have different patterns of activity and reactivity). A prolonged 
state of ‘being’ with female babies could result in part from the 
woman’s greater identification with the baby girl. f 

The sense of femaleness is the very basis of femininity. Next it is 
important to consider girls’ and women’s feelings about their female 
body. This is called the ‘body image’. The Freudian picture of the 
gitl’s body image is that of a castrated man. This view is one which 
does not consider the possibility that the girl may have an awareness 
of possessing a vagina and a uterus. Stoller in his previously mentioned 
book, Sex and Gender, describes the case of a girl born without 
vagina or uterus. 

When she was to ( 


four years before she was told that she had no 
vagina or uterus) 


she tells how she was taught in school about men- 
struation. ‘I never understood it at all. I even read the books, and I 
still didn’t understand it. I just didn’t figure . . 
mind was just a blank to it. . 


awareness would contribute to the 


a cine pe : 
girl’s feminine identity (though, as mentioned earlier, the possession 
of a vagina and uterus are not sufficient for a female gender 
identity), 


creep, fly or run inside some pla 
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attacked and her loved inner objects destroyed’. Karen Horney also 
talks about the girl’s fear that the contents of her body will be de- 
stroyed, stolen, sucked out. 

Penis envy postulated as the basis of feminine development by 
Freud, is seen as secondary. Although penis envy is still important 
for Melanie Klein, ‘the feminine desire to internalize the penis and 
om her father invariably precedes the wish to 
possess a penis of her own’. For Karen Horney (1939) the wish to 
have a penis expressed directly by little girls is no more important 
than the boy’s wish to possess breasts or have a child, nor does it in 
most cases have any influence on the child’s behaviour as a whole. 
There is also another form of penis envy but this is a neurotic 
secondary formation which has little to do with the earlier infantile 
one. It is a reaction and flight against all that is female, a ‘flight from 


womanhood’. 
One must also disentangle fr 


to receive a child fr 


om this the cultural aspect of penis 


envy. As Clara Thompson (1943) has pointed out, in a patriarchal 
society, ‘the restricted opportunities afforded women, the limitations 
placed on her development and independence give a real basis for 
envy of the male quite apart from any neurotic trends’. But it is 
necessary to emphasize with Karen Horney (1939) that a person be- 
longing to a less privileged group can use that status as a cover for 
inferiority feelings of various sources. What then are the repressed 
strivings which are covered up by the wish for masculinity? The 
answer must be discovered from an analysis of each patient and each 


situation’. I ; 
The denial of a primary female sexuality (denial of an awareness 
a, and specifically female fantasies 


and preoccupation with the vagina ally fe 
connected with the inside of the body and female biological functions)? 
y of female sexuality is nourished 


: . . . . ? 
which is epitomized in Freud’s theor i eae 
from two sources: a cultural distortion and devaluation of femininity 


leading to a rejection of femaleness, and a psychological and primitive 
anxiety about the inside of the body which makes the wish for a 
penis and masculinity a safe escape- The latter is not free from social 
influences particularly in the form of guilt and anxiety about the 
genitals and sexuality; the anxiety can be stronger for the girl since 
Judes the role of the clitoris if we no 
inity, clitoris - masculinity; the clitoris 
mpanied by specifically male fanta- 


1 This primary female sexuality inc 
longer accept the split, vagina — femin 
would only be masculine when it is acco! 
sies and experienced as a penis. 
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she cannot verify that her inner organs and reproductive capacity are 
intact. Little girls in our society are not often helped to accept the 
feelings connected with the inside of their body since they are gener- 
ally thought of and treated as penisless boys. 

The escape from femininity, the awareness and acceptance of 
femaleness, can lead either to passivity, the culturally sanctioned 
‘femininity’, or to what I would call ‘overactivity’, in some 
ways also culturally sanctioned, though reproved, in that it models 
itself on masculinity (albeit a distorted cultural picture of it). Psycho- 
analysts have described ‘manic defences’, the psychological process 
by which people protect themselves against feelings of guilt, 
anxiety and depression. Manic defences involve the denial of these 


feelings, the fantasy that one is in control of situations and the projec- 
tion of theanxious 


and depressed parts of oneself onto others. Similarly 

the overactive woman feels in control of situations while she prevents 
the emergence of feelings connected with her female body. 

A young woman I have seen in psychotherapy illustrates this 


Process well. She reports that as a child she would sometimes wake 
up from a dream with an or 


closing of the legs, 
feelings and sensati 


periences as very vul 
hides by being plum 


y- It is another culturally sanctioned 
defence. 
The femaleness which a woman cannot accept in herself, she may 
look for in another woman, 


Piera Aulagnier-Spairani 
-Spairani (1967) suggests 
that what the homosexual woman searches for is not the penis, but 
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femininity. “Ce que Vhomosexuelle vénére chez sa partenaire, ce 
qu'elle se désole de ne pas avoir, ce n'est point le pénis mais la fém- 
inité; c'est cela qui lui fait envie; c'est 14 l’ object de son ravissement, 
dans le double sense du terme: ce qui ravit et ce qu’on voudrait 
ravir! In a way this notion that the overactive woman and the 
homosexual woman cannot accept the feelings connected with their 
female body is compatible with the Kleinian view; but the latter 
postulates a number of fantasies to be at the root of this. Paula Hein- 
mann (1955) writes: “To turn now to the girl: her position in the 
early stages of the Oedipus complex is in many respects similar to 
that of the boy. She too, oscillates between heterosexual and homo- 
sexual positions, and between libidinal and destructive aims, and 
experiences corresponding anxiety situations. . . . Our observations 
are that vaginal sensations occur at this stage, not only sensations in 
|. The fantasies associated with vaginal urges have a 
The little girl wishes to receive and in- 
and to acquire it as an internal possession, 
t the wish to receive a child from him. 
These wishes, partly because they meet with frustration, alternate 
with the desire to possess an external penis. The masculine component 
of the sensations and fantasies connected with the clitoris can only be 
fully assessed if the girl’s conflicts and anxieties which follow from 
her feminine position are taken into account. When jealousy stimu- 
lates fantasies of attacking her mother’s body, these attacks recoil 
upon herself, and she feels that her own genital will be mutilated, 
soiled, poisoned, annihilated, etc., and her own internal penis and 
children stolen from her by her internalized mother. These fears 
are the graver because she feels that she lacks the organ (i.e. the ex- 
ternal penis) which could adequatel 


y placate and restore the avenging 
mother, and because she has no evidence that in reality her genital 
organs are unharmed. We consider that there is here a psychological 
consequence of the anatomical difference between the sexes which is 
of the greatest significance for the development of the girl. We dis- 
tinguish several sources for masculine drives in the little girl. Frus- 
tration of her feminine desires gives rise to hatred and fear of the 
father and drives her back to the mother. Anxicties related to her 
external and internal mother 


the clitoris. . 
specific feminine character. 
corporate the father’s penis, 
and from here she soon arrives a 


lead her to concentrate on phallic 


1 What the homosexual woman most admires in her partner and despairs not 
having herself, is not a penis, but femininity, that is what she envies, what she 


is fascinated by and would like to steal. 
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activities and fantasies. Her primary homosexual trends are thus 
most strongly increased by failure in her feminine position. She then 
comes to find that her male organ is inferior, that it is not a proper 
penis, that it cannot rival the father’s penis. Because her phallicism 
is largely a secondary and defensive phenomenon, she comes to 
develop penis envy at the expense of femininity. She disowns her 
vagina, attributes genital qualities exclusively to the penis, hopes 
for her clitoris to grow into one and meets with disappointment. 
Devaluation of femininity underlies the overvaluation of the penis.’ 
I do not ascribe to the assumptions present in this view: that the 
anxieties about the inside of the body can always be traced back 
to an ‘Oedipal’ conflict and originate in the little girl’s fantasies about 
the parents and that the clitoris is connected with a masculine com- 
ponent (the clitoris cannot be considered as connected with mas- 
culine strivings unless it is experienced as masculine or accompanied 
by phallic fantasies but is well and truly part of the female genital 
apparatus). 

It is important to take into account the factors such as prohibition 
on sexual feelings, a cultural denial of sexuality and a sexual organ in 
the little girl, fear connected with sensations arising from a mysterious 
part of the body, a cultural devaluation of femininity — most of all 
one must take into account the meaning of her femininity and her 
sexuality for every individual girl or woman. The patient I referred 
to earlier told me that her mother used to refer to her vagina as ‘your 
pride’. She was also taught through her religious upbringing that the 
‘sin of pride alienates you from God’. One can interpret this in terms 
of forbidden sexual feelings which alienate from God the father, but 
just as relevant is the confusion she must have felt as a child about 
her vagina which was to be valued and cherished (‘pride’) but by this 
very act meant condemnation and alienation from her religious 
strivings. Now she says: ‘I don’t like my vagina because it’s myster- 
ious and shapeless and unmasculine. A penis is straight and straight- 
forward.’ In a way, for her, the penis is straightforward because it 
does not involve the ambiguity and contradiction connected with 
the ‘pride’. Her vagina has to become ‘mysterious’ — perhaps a 
mystery in the religious sense of sacrifice as an atonement. 

The problem which the girl is faced with in her development is 
one of accepting and being in touch with her female body without 
having to reject it either by anaesthetizing it (psychological or physical 
denial of vagina and uterus), by masochistically renouncing its 
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valuation and enjoyment, or by drowning and masking the aware- 
ness in overactivity. 


Up till now I have talked about the sense of femaleness and feelings 
connected with a female body. I will go on to consider states specific 
to women where changes in body image occur. First changes related 
to the menstrual cycle, secondly changes related to pregnancy and 
motherhood. Such changes are characteristic of women and are an 
important component in the sense of femaleness and the female body 
image. These states occur at adolescence and later and come to con- 
firm or modify the basic sense of femaleness while adding new ele- 
ments, particularly a cyclical element to it. 

Periodic shifts in hormonal balance are characteristic of women. 
The psychoanalyst Therese Benedek (1960) looked at psychoanalytic 
records in relation to the hormonal cycle in women (by taking daily 
vaginal smears and basal temperature charts). The psychological and 
physiological data were collected independently and compared. She 
reports that the data coincided and that both methods were able to 
establish the different phases in the cycle. “The gonadal cycle begins, 
often during menstruation or soon after the flow ceases, with the 
ripening of the follicle which produces oestrogic hormones. 
Corresponding with this stimulation, an active object-directed, 
psychodynamic tendency characterizes the sexual drive and brings 
forth wishes, fantasies and desires of various intensity and from dif- 
ferent levels of maturation. The aim of the unconscious motivating 
tendency is to bring about contact with the sexual object and achieve 
gratification through coitus. When progesterone production comes 
into effect, beginning in the preovulative state, the active, out- 
wardly-directed tendency fuses with a passive receptive tendency. 
Parallel with the peak of the cycle at the time of ovulation the sexual 
drive reaches its highest level of integration. . . . After ovulation 
and relief of preovulative tension, manifestations of the receptive and 
retentive tendencies dominate the emotional life during the proges- 
terone phase of the cycle. This is a high hormone phase, since both 
hormones, oestrogen and progesterone, are produced. Yet the active 
heterosexual tendency appears masked, overshadowed by mani- 
festations of passive-receptive and retentive tendencies. The content 
of the psychological material can be best described as emotional 
preparation for motherhood. This evolves parallel with the effects of 
the corpus luteum hormone upon the uterus which prepares for 
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nidation of the impregnated ovum.’ This monthly repetition of the 
physiological process and change in emotional attitudes, in the 
progestin phase, she feels, is a preparation for pregnancy, when there 
will be a marked increase in progesterone production. 

Ivey and Bardwick (1968) conducted a study aimed at assessing 
the psychological changes occurring in normal women during the 
menstrual cycle. Twenty-six women were asked to talk about some 
experience they had had, once at ovulation, once premenstrually and 
again in the next cycle once at ovulation and once premenstrually. 
They found much greater anxiety expressed in the experiences re- 
ported premenstrually than at ovulation: death anxiety, separation 
anxiety, mutilation anxiety, shame anxiety. At ovulation themes 
are of self-satisfaction and ability to cope. Here is one of the ex- 
amples Bardwick gives of two reports from the same woman. At 
premenstruation: ‘I'll tell you about the death of my poor dog. Oh, 
another memorable event — my grandparents died in a plane crash. 
That was my first contact with death, and it was very traumatic 
for me... . Then my other grandfather died.’ At ovulation: ‘Well, 
We just went to Jamaica and it was fantastic. The island is so lush 
and green and the water is so blue. . . . The place is so fertile and the 
natives are just so friendly.’ One might object that the women were 
aware of the fact that the experimenters were interested in the men- 
strual cycle. Bardwick, in response to this, quotes the case of a girl 
who was interviewed on the fourteenth day of her menstrual cycle 
but produced material that was much more anxious than the average 
at ovulation and with references to death, mutilation and separation. 
The next day she menstruated — two weeks early. Paige (1969) 
replicated these findings and also showed that in women taking the 
Combination Pill (where levels of Oestrogen and progesterone are 
constant) there is no such swing in affect. In these women the hor- 


mone level is rather constant and anxiety and hostility are corres- 
pondingly constant. 


These studies are interesting in that th 
tional correlates to hormonal levels a 
menstrual cycle in normal women — 
the fantasies of death and mutilation seem to be linked to the hor- 
monal production rather than to the symbolic meaning of men- 


struation (that is they occur premenstrually). It would be useful to 
study the differences in hormone prod 


the months in relation to environme 


cy give evidence of the emo- 
nd the changes through the 
by the way it is interesting that 


uction in the same woman over 
ntal factors and emotional con- 
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flicts. In other words, is it possible to show that the particular levels 
of hormones in a woman and the corresponding emotional attitudes 
vary in intensity at a corresponding cycle phase in relation to other 
emotional components (particular anxiety situations and emotionally 
charged events). As far as I know, this has not been done. It is of 
course known that emotional factors are responsible for producing 
menstrual difficulties such as amenorrhea (abnormal absence of 
menstruation). 

Besides an understanding of the change in feelings through the 
cycle in relation to hormonal levels and the effect of emotions on 
hormonal levels, it is important to consider the meaning of the 
cyclical change on the psychology of women and its meaning for 
each particular woman. Therese Benedek, in the earlier quoted paper, 
mentions the fact that women who have undergone a total hyster- 
ectomy may show a ‘reflection’ of the ovarian cycle for years. Such a 
reproduction of the cycle without the presence of the hormones 
confirms the importance of its meaning. One could speculate that the 
presence of these rhythmical changes might make women’s sense 
of time different from men’s (though generally covered up by com- 
plex social factors). Each woman attaches her own meaning to her 
menstrual cycle and menstruation. It reassures one woman about her 
fertility whereas it makes another one feel a slave to her body. 

Similarly with pregnancy, one can look at the effect of the changes 
in hormonal balance during pregnancy and the postpartum period 
and their psychological concomitants, and one can look at the mean- 
ing of the pregnancy for each woman and the way in which she will 
deal with the hormonal changes. 

The meaning of the pregnancy, for example whether a woman 
thinks of the foetus as something precious or as a parasite, which in 
turn links to what this particular child represents to her at this par- 
ticular time in her life, will be important in shaping a woman’s 
psychophysiological adaptation to the pregnancy. Both conscious 
and unconscious meanings are important here. A nice example of an 
unconscious awareness and reaction is given by Ann Faraday in her 
book on dreams. She recounts how during her second pregnancy 
she had dreams of being pursued by wild cats, dogs and wolves. 
‘Sometimes, I merely attempted to run away from them, but often 
I stayed to fight and always succeeded in subduing the animal either 
by beating it with sticks or cutting it down with a knife.’ She inter- 
prets this as a counter-balance to her conscious determination not to 
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be overwhelmed by motherhood. ‘I was moreover struck by the 
fact that the first of these dreams occurred only a few days after the 
baby had been conceived, suggesting that my body was in some way 
aware of the impending uprush of “animal nature” before my con- 
scious mind even suspected it.’ 

Although it is important to look at and understand the role played 
by large shifts in hormonal balance during pregnancy and the post- 
partum period, there is a danger in relying too heavily on a hormonal 
explanation of moods. It is a way of robbing the woman of freedom 
and responsibility. It is also a way for the woman of avoiding an 
understanding of her feelings and for people around her 
an understanding of their contribution to the situation. 

Let me take the example of postpartum blues and postpartum de- 
pression. These, in particular the ‘blues’ are often attributed to hor- 
monal phenomena. This avoids facing the social factors which might 
be contributing to the depression. I am thinking of the situation in 
hospitals. The effect of hospitalization with all its associations with 
illness and death, with all its mysterious and unknown procedures 
can be a frightening experience in itself. In many hospitals still, 
natural childbirth methods, through preparation and demystification 
are discouraged. For some women the experience of the hospital 
can be responsible for depressive or anxiety reactions. Julian Hall 
gives the following description: ‘Far from being one of the great 
experiences of a woman’s life, having a baby can be made a time of 
anxiety, disappointment, loss of autonomy and resentment. The 
mother’s confidence in her instinctive reactions and h 
wards the baby may be undermined. She may be humili 
to feel that she is a passive object, submitting to childbi 
an active part in it. At the antenatal clinic she may 
hours and then be given a very perfunctory examination without time 
to ask questions. She may see a different person at each visit and never 
get to know who any of them are... . In the hospital, owing to over- 
crowding she may have no privacy wł 


hen quite far into labour and in 
considerable discomfort. Or she may be in labour for a long time 


with nobody by her at all. After delivery she will be told the baby 
is normal, but will not necessarily see it. It is not uncommon for a 
mother to take her baby home without ever having seen it naked.’ 

For other women, hospital is experienced as a safe place, where 
one is taken care of and protected; going home with new responsi- 
bilities might in this case be experienced as problematic. Mrs Ramsey 


of avoiding 


er feelings to- 
ated and made 
rth, not taking 
be waiting for 


On the psychology of women and femininity 163 


in my sample, described how well she felt in hospital: ‘I didn’t mind 
being in hospital; other women were crying but I didn’t mind; I 
wouldn’t have minded staying longer.’ When she got home she felt 
confused and depressed. 

Another factor rarely mentioned which can be responsible for de- 
pression, is the discrepancy between what the woman experiences 
and what she is told she should be experiencing. If she doesn’t feel 
immediate love for the baby, if she is insecure about her ability to 
cope (often reinforced by efficient nurses and the removal of the 
baby into the nursery) she feels this is unnatural and a reflection on her 
ability to be a mother; ‘every other woman seems to be coping, 
happy and blooming’. The woman in hospital cannot fight for what 
she thinks is right (for example keeping the baby with her); she is in 
too novel a situation to know if she should object to instructions 
given to her on the right procedures to use with the baby. There is 
also, in hospitals, a taboo against expressing meaningful feelings. It is 
all right to be angry or ‘weep’ for nothing as a result of your hor- 
mones but not to have feelings about hospital procedures or feelings 
about the baby which are not positive (these too must be ‘sterilized’ 
like the bottles). 

When I read the reports of childbirth experiences transcribed in 
Sheila Kitzinger’s book, Giving Birth, I was struck by the fact that only 
positive feelings towards the baby were described: ‘We were both 
simply delighted with Lucinda, and I’m sure she will very soon be- 
come the most beautiful baby in the world.’ Sheila Kitzinger simi- 
larly comments at the end of the book: ‘I realized when I read through 
these labour reports that the mothers writing in these pages do not 
report on feelings of horror when they first see their babies. Most 
insist that they are absolutely beautiful. This is a pity in a way, be- 
cause it makes them all seem “natural mothers”, whereas I am sure 
they are not.’ Earlier on she says: ‘But just now she may be looking at 
it with something approaching horror, both at its own appearance 
and strangeness, and her own reactions. For it looks like none of the 
pictures in the baby books she so assiduously studied, cuddly, smooth 
and scented in the conventional wrapping of human dress. It is some- 
thing outlandish and weird, its face bearing all the signs of senility 
rather than newness, scarlet as a boiled lobster, its shriek animal like; 
it stops crying and she listens to the jerky, spasmodic breathing, the 
little sighs, grunts and starts and, not surprisingly, she does not feel 
that she is a “born mother”. Her own reactions may alarm and 
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depress her, making her feel afraid of her inner thoughts. She ought, 
she feels, be overwhelmed with thanksgiving and love — and there is 
only this!’ $ 

The woman feels that other women have no such thoughts since 
all she is allowed to know about is the smiling mother and baby of 
the magazines; she feels she is abnormal, becomes depressed which 
she and others quickly attribute to hormones and give a name to 
(the ‘blues’), and promptly helps to perpetuate the myth of the normal 
ever smiling mother and baby. It seems that part of the problem then 
lies in the inability to tolerate the whole gamut of feelings. This is a 
characteristic of our culture. One can also of course give a more 
personal analysis of puerperal depression. My purpose here was to 
show some of the social issues involved and avoided when a hormonal 
explanation is solely invoked. 


I will now come back to my own findings. I was interested in looking 
at the meaning of pregnancy and the birth of a first child for a 
woman’s sense of femininity. I chose to use the Drawing Completion 
Test to get some reflection of changes in body image. 

This test, which I described earlier, consists of a series of incomplete 
drawings which the person is asked to complete any way he or she 
likes. It has been shown that men and women tend to complete 
these drawings differently both in terms of the form of the drawings 
and of the content. I argued that, women who adjust well to the 
pregnancy and the birth of the child as opposed to those who en- 
counter difficulties at this time, would show a greater sense of femin- 
inity after the birth of the child than before — in practical terms that 
their femininity score would increase from the first testing (carly 
pregnancy) to the last time (ten weeks postpartum). 

I made no prediction about the late pregnancy 
know how the drastic body changes would affect the scoring. 

The results were exactly opposite to prediction. The well-adjusted 
women showed a decrease in femininity score from the first to the 
last testing, while the ill-adjusted women showed an increase. 
Postpartum, the ill-adjusted women as a group had a much higher 
average femininity score than did the well-adjusted women. This was 
true, although to a lesser extent, of the late pregnancy measure. The 
first testing time revealed no difference between the groups. In order 
to disentangle this finding, the first thing I did, was to look at the 
criteria separately; but whether I was concerned with the doctor’s 


testing as I did not 
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report, postpartum depression or the mother-baby relationship, in 
all cases the well-adjusted women were less ‘feminine’ postpartum 
than the ill-adjusted ones. The difference in score was larger when 
the three criteria were combined. 

I then examined the different scoring categories separately. There 
are twenty-three scoring categories, ten of which are considered male 
responses. Six of the ‘male’ categories and eight of the ‘female’ 
categorics refer to formal properties of the drawings, the rest de- 
scribe content (see Figure 6). Formal properties are: ‘no expan- 
sion or internal elaboration’, ‘open’ (area left open or indented), 
‘roundness’ (use of curved lines and blunting of angles), ‘twosomes’ 
(unconnected parts of stimuli treated as two discrete units), ‘single 
line modified or supported’ (reinforced by doubling, enclosing, or 
supporting). These are scored ‘female’. ‘Expansion of stimulus out- 
ward’, ‘closure of stimulus area’, ‘angularity’ (use of sharp angles and 
protrusion), ‘unity’ (parts of stimuli connected), ‘single line left 
alone or carrying weight’; these are scored ‘male’. There is no 
greater use of any of these categories or of male versus female cate- 
gories by the women from either group. The drawings are also 
scored for content. ‘Passive containers’ (i.e. containers and objects 
capable of movements with outside assistance only such as sailboats, 
kites, vases, boxes), Houses, furniture and interiors, windows and 
doors, Small faces and human figures; these are scored ‘female’. 
‘Active’ containers (i.e. containers and objects capable of motion or 
locomotion without further aid from without such as cars, ships, 
fountains); these are scored ‘male’. Here there is a difference. There 
is a large difference for the two main female content categories: 
‘passive containers’ and ‘houses, furniture, etc.’; in fact these two 
categories can really be considered as one since houses and furniture 
are a type of ‘passive container’. The women in the ill-adjusted group 
made many more drawings scored as passive containers in late preg- 
nancy and’ postpartum than did the women in the well-adjusted 
group. This accounts for the ill-adjusted women’s higher ‘femininity’ 
Scores at these times. 

In discussing her test, Kate Franck interpreted the greater number 
of passive container drawings done by women as an expression of 
feminine nature. The data shows that the use of such drawings 
differentiates adjusted from ill-adj usted women during pregnancy and 
the postpartum period, with the ill-adjusted women increasing their 
use of such representations. This puts in doubt less the test itself than 
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Figure 6: Franck Drawing Completion Test scoring categories 
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the interpretation Kate Franck imposed on its demonstrated power to 
discriminate between the sexes. It seems legitimate to question this 
self image of passivity as representing feminine nature, since it turns 
out to be maladaptive to childbearing, the most feminine activity. 
Adjustment to pregnancy and the birth of a child is more likely to 
be linked to a sense of being in control, of being the active partner, 
being creative, being a giver rather than to a sense of being passive, 
someone who is held, contained, given to. 

I found that the women with low ‘femininity’ scores responded 
positively to the question: ‘can you feel the baby is really yours?’ 
(one of the questions from the depression questionnaire) while the 
reverse was truc for the women withhigh ‘femininity’ scores. It seems 
possible to interpret this along the passivity/activity dimension, as 
expressing the feeling of having oneself produced this child (for the 
women who responded positively to the question). I am reminded 
here of the women in my sample who had strong anaesthetics (for 
Caesarian sections or certain forceps delivery) and who remarked that 
it took them a very long time before they felt that the baby was 
really theirs because they had not had the feeling of having given 
birth to it. This has been one of the arguments in the literature 
in favour of natural childbirth and active participation from the 
woman. Different authors have described the cultural elements of this 
passivity. Lomas (1966) analyses the ritualistic elements in the 
management of childbirth itself which prevent the mother from ‘parti- 
cipating actively and fully in the birth’ : ‘Childbirth is expected to be 
a painful process. The mother characteristically moans and screams 
and in general behaves in a rather regressed and helpless way, is 
spoken to as though she were a child — and often a naughty child who 
needs a good spank. Frequently the birth is taken more or less out of 
her hands; she may be anaesthetized and delivered by forceps, not 
necessarily because of physical abnormality. In some hospitals, the 
perineum is incised as a routine pr 


ocedure.’ Katie Breen’s article on 
‘Liberation and Pregnancy: a nine month diary’ (1971) may also help 
to understand the passivity which seems to be expressed in the Franck 


Drawing Completion Test by some women during pregnancy. She 
describes how the pregnant woman is told through pamphlets what 
she is supposed to feel: ‘Dr Birch outlines my unstable emotional 
state: he predicts that I will swing from one mood to another, tears 
and laughter, depression and good spirits. . . . My husband is urged 
to be indulgent.’ The pregnant woman is placed in a child-like, de- 
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pendent role. ‘My varying moods “from high ecstasy to deep de- 
pression” must be controlled all the time and many employers will 
not make any concession to a pregnant employee whose condition 
interferes with her work.’ The relationship to the doctor is an in- 
fantilizing one in which he scolds the woman if she puts on too much 
weight, for instance. Then there is the fact that she is made physically 
passive. ‘Some books . . . stress the fatigue of the pregnant woman 
and recommend a nap in the morning and a nap in the afternoon 
throughout the nine months.’ Also, by consensus, working should 
stop at seven months. Then the woman is asked to stay at home and 
just wait. The passivity expressed in the Franck Drawing Completion 
Test may be reflecting the child-like emotional state prescribed by 
society in which the woman ‘needs to be constantly reassured by two 
father figures: doctor and husband’. Sheila Kitzinger (1971a) also 
refers to the infantilizing aspects of childbirth in our society: ‘and 
often she is just the uterus on the delivery table, a more or less resist- 
ing female body obstructing the birth of the child. Doped, pleaded 
with, generally lectured or cajoled, reduced to a state of infantile 
dependence, she looks in vain for knowledge, guidance and the skilled 
help which could allow her to play her part in labour actively and 
with human dignity. As a result, childbirth is turned into an experi- 
ence of suffering and humiliation, lying waiting, with the great 
machinery of the uterus twisting and kneading away, not knowing 
what is happening to her, or what she can do to help herself, and not 
understanding what the masked figures around her are saying.’ 

The connection between my own findings and the sort of feelings 
described by these authors finds some support in Rosengren’s study 
quoted earlier (196rb). Rosengren distinguished women who look 
upon pregnancy as an illness from those who see it as a normal state. 
He found that women who regarded pregnancy as an illness tended 
to have longer labours than those who did not regard pregnancy as an 
illness, In my own study the ill-adjusted women tended to have longer 
labours than the well-adjusted ones. It may be that the women who 
have more difficulty with all aspects of childbearing, more often re- 
gard pregnancy as an illness, which means as something external 
which the woman receives passively. This would link up with my 
interpretation of the higher ‘femininity’ score in the ill-adjusted 
group as indicating the greater sense of passivity. 

More research would be needed to understand the social and psy- 
chological elements which enable some women not to succumb to 
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this passive, infantile, ‘ill’ self concept and to be able to feel that 
“woman is not an impassive container for a foetus’ (Kitzinger, 1971). 
In our present culture, this may need a certain degree of independence 
from current concepts which permeate not only everyday attitudes 
but also scientific writings. 

To come back to my findings on the Franck Drawing Completion 
Test, the ‘femininity’ scores were similar at the first testing for the 
well- and theill-adjusted groups, but the number of “passive containers 
and houses’ was already slightly higher for the ill-adjusted women. 
This helps to stress the fact that here again we are faced with a complex 
process where past experiences, present experience and cultural 
stereotypes interact. I would like to suggest another possible inter- 
pretation which may be contributing to the increase in ‘femininity’ 
score in the ill-adjusted group. This refers to something I have dis- 
cussed in a previous chapter. I showed that the women in the ill- 
adjusted group were more preoccupied postpartum with what is 
relevant to being a mother. In the same way as the ill-adjusted mother 
discriminates people more in terms of their motherliness, she depicts 
more objects related to the home and to what a mother ought to be 
thinking about (houses, interiors, etc.). 

The Franck Completion Test thus appears to be, 
culturally determined, although it had been thougl 
free and its measure of femininity is partly a cultur: 
how could one claim that the women who go thr 
and the birth of their child normally are more mas 
who suffer various psychological and physiologica 

In an exploratory study I administered the Franc 
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1] would not recommend that the current scoring system of the Franck Draw- 
ing Completion Test be used before more thought is given to the various 
elements tapped by the test. The different components currently collected 
under the label of ‘femininity’ must be explored separately and reconsidered 
without prejudiced ideas of femininity. Content and form should be consid- 


ered separately, the latter being perhaps less culturally determined than the 
former. 
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pointed out that all the women in the university group were engaged 
in a creative intellectual enterprise as opposed to the women in the 
pregnant sample, almost all of whom were only too happy to give up 
the jobs they were pursuing for purely financial reasons. This 
supports the idea that part of what is being measured by this test 
is an active creative element, which culturally has been defined as 
masculine. 

Although Franck’s test is, I have shown, partly culturally deter- 
mined, I would like to stress that I do not thereby reject the possibility 
that male and female body image is partly reflected in the drawings. 
Only it would be necessary to tease out the cultural from the bio- 
logical. I do not agree with Kate Millet (1969) who derides Erikson’s 
stress on the importance to the woman of her ‘inner space’, though 
I would agree with her that he does fall over backwards in his idealiza- 
tion of the woman and her uterus. 


It may be interesting to reconsider the results from a study I men- 
tioned at the beginning of the book, in the light of my own findings 
and interpretation of them. I am referring to Nilsson’s study of 
paranatal emotional adjustment: he found that ‘masculine women as 
defined by a verbal masculinity-femininity scale (strong and self- 
confident for example being masculine characteristics) more often 
resembled their fathers, reported fewer neurotic symptoms, fewer 
symptoms during pregnancy and less frequently reported dysmenor- 
thea.’ The author interprets this as a denial on the part of these 
supposedly ‘masculine’ women ‘who have tended to compensate or 
conceal the problems which a more masculine identification must 
entail in connection with childbirth’. It seems necessary to question 
this assumption and wonder if such a masculinity-femininity scale is 
measuring anything besides a cultural stereotype and if the more so- 
called masculine women are not, in fact, better able to cope with a 
stressful situation (fecling strong and self-confident is a prerequisite 
for coping). Since the situation in question is childbearing, it is 
essential to reconsider the definitions of ‘masculine’ and ‘feminine’. 

There seem to be two attitudes in regard to childbearing. One of 
them assumes, like Nilsson, that the women with traditionally con- 
ceived masculine attitudes must encounter problems. I have shown 
that it is more likely to be the women with the stereotyped ‘feminine’ 
attitudes who will encounter problems. The other one, held by Freud, 
asserts that the woman who is having a child needs to be at this time 
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masculine because she needs to be active (calling on her innate bi- 
sexuality). This is the kind of idea expressed by Marion Milner (1950) 
when she says: “The urge to female passivity and receptivity in 
situations where a male active response is actually required is likely 
to bring an acute sense of personal futility.’ I strongly feel that if 
activity is necessary in a woman for childbearing then it is absurd to 
call it temporary masculinity. That receptivity is more important at 
other times in no way diminishes the fact that this activity is an 
intimate part of femininity. Femininity is not composed of one 
attitude, emotion, self-concept but can mean different things at 
different times in a woman’s life or moments in her life. To restrict 
the term as it has been done is harmful. One can only talk about 
masculinity in a woman when there is a sense of malencss (when the 
woman feels or fantasizes she has or wishes she had a male body) or 
when there is a wish to penetrate and impregnate. This is not the case 
with a normal woman having a child (which does not mean that a 
masculine fantasy cannot be present at times). 


I think it is important when we talk of mascul 
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the ‘feminine’ woman is not particularly expected to be intellectually 
oriented). 

When I discussed the sense of femaleness earlier on and referred 
to body image, I referred to internal organs, because the genitals are 
what differentiate the boy and the girl. But at adolescence other body 
changes occur: breasts and hips in the girl, different distribution of 
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body hair and of fat in the boy and the girl. In our society, breasts 
much more than the womb and vagina have come to symbolize 
femininity in its eroticized aspect. To such an extent that often 
women will not breast-feed for fear that this will spoil the shape of 
their breasts. Breasts have become quite split off from their maternal 
function. Lucie Jessner in an article entitled “On becoming a mother’ 
(1966) describes the feelings of a pregnant woman: ‘Mrs O. was 
plagued by a dream: she was in an auditorium; a girl in a sexy black 
dress was there and Mrs O.’s husband got up to sit with the girl. 
The dream reminded Mrs O. that she was self-conscious of her figure 
and aftaid of losing what had been most precious in her life: to be a 
woman, loved and in love. Her own feelings had become less passion- 
ate and intercourse had become a duty for her. She found some com- 
fort in her husband’s objection to breast-feeding: he said her breasts 
belonged to him. She agreed with him although she had heard that 
nursing a baby was the most blissful sensation. But keeping a part of 
herself and her beauty reserved for her husband gave her some con- 
fidence that she might be a mother and an attractive woman as well’. 

In my sample, eleven out of the fifty women (21%) did not 
attempt to breast-feed, thirteen women breast-fed for not more than 
two weeks, sixteen women breast-fed for more than two weeks but 
less than two months, and twelve women were still breast-feeding 
at the time of the last interview (ten weeks postpartum). None of the 
six women who said during pregnancy that they did not want to 
breast-feed changed their minds. All the thirty-one women who firmly 
expressed the desire to do so breast-fed, twenty-four of them for at 
least a month. Of the remaining fifteen women who expressed 
mixed feelings or who expressed different views carly from late 
pregnancy, or felt some outside pressure to do so (from the husband, 
for instance), eleven attempted breast-feeding but only four breast- 
fed for at least one month. These ambivalent women gave as reasons 
for giving up in most cases the insufficiency of milk (‘the milk dried 
up’, ‘I didn’t have enough milk’) or the dissatisfaction of the baby 
(T enjoyed it but the baby wasn’t satisfied’). This type of reason was 
given much less frequently by the women who had definitely wanted 
to breast-feed; some of their reasons for stopping were bleeding, 
lumps in the breast or inverted nipples. Three of the women in this 
gtoup who definitely wanted to breast-feed stopped because they 
were ‘very tired’, two because they ‘didn’t like it? and one because 
she said it was ‘too much of a battle’; none of these latter reasons were 
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given by the women in the ambivalent group. This may be reflect- 
ing the fact that the women who hadhad mixed feelings about breast- 
feeding had been more likely to breast-feed because they felt they 
ought to and only felt justified to give up for reasons out of their 
control. If they were breast-feeding because it was best for the baby 
then they could stop because it was best for the baby (not enough 
milk, the baby didn’t enjoy it, etc.). On the other hand the women 
who really had wanted to breast-feed could admit more readily that 
they didn’t like it. Social pressures in relation to breast-feeding are 
actually rather interesting in that they are conflicting. On the one 
hand, the perfect mother is depicted as one who breast-feeds, in 
a blissful asexual union with the child (pain or sexual excitement are 
carefully forgotten). On the other hand, in many hospitals there is 
pressure from the medical staff for mothers to bottle-feed, making 
the process a more standardized sterile mechanical routine — also a 
way of avoiding too many feclings. 

In my sample, as many women from the ill-adjusted as from the 
well-adjusted group never attempted breast-feeding (17% in both 
cases). By the time of the last interview (ten weeks after the birth) 
more women in the well-adjusted group (33%) than in the ill- 
adjusted group (11%) were still breast-feeding. It could be that the 
same reasons which made some women well-adjusted also made 
them longer breast-feeders, or it could be that because they were 
feeling better and were having an casy time with the baby, 
able and happy to breast-feed longer. Looking atthe criteria 
I found that the increased likeliness for the well-adjusted women to 
be breast-feeding at the time of the last interview relates to the de- 
pression and baby criteria only. Looked at the other way around it is 
probably also the case that the women who, when I came for the 
last interview, had only fairly recently weaned their babies 
was more often the case for the ill-adjusted women since 
them were still breast-feeding) were more likely to feel depressed 
because of the severance, the baby more likely to be unsettled and 
their relationship more likely to be difficult, 

Breast-feeding is obviously a feminine activity but psychoanalysts 
have reported that for some women breast-feeding has a masculine 
meaning. Melanie Klein in particular has stressed the unconscious 
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equivalence between the breast and the penis (developmentally the 
experience of the breast is the primary one). I thought it would be 
interesting to sce if, in my sample, the women who were still breast- 
feeding at the time of the last interview tended to identify more with 
their mothers (the feeding role) as well as more with their fathers (the 
phallic aspect) than the women who were no longer breast-feeding. 
For this I looked at the perceived similarity between themselves and 
each of their parents (on the Repertory Grid). Indeed, as a group, 
the women who were still breast-feeding tended to see themselves 
as being more like their mothers (though the difference is small) 
and also more like their fathers (to a larger extent) than did the 
women who were no longer breast-feeding. I also compared the 
women in terms of their scores on the Franck Drawing Completion 
Test. I made no predictions as the women who were still breast- 
feeding might cither obtain more feminine scores (mothering ele- 
ment) or more masculine scores (intrusive mode). (This was, by the 
way, before I discovered that Franck’s interpretation of the test was 
erroncous.) I found that there tended to be a larger spread in scores 
for the women breast-feeding than for the ones who were no longer 
breast-feeding (in other words a tendency for more extreme, both 
‘feminine’ and ‘masculine’ scores on this test for the women still breast- 
feeding). If my interpretation of the test is correct, then one could say 
that this reflects a feeling of greater ‘activity’ and initiating (so called 
masculinity) in some women, and of greater ‘cultural femininity’ in 
others at the time when they are breast-feeding. This cannot however 
settle the question of what kind of activity we are talking about: what 
I would call feminine activity (when the mother feels herself to be a 
feeding mother involved in active giving) or masculine activity 
(where the breast-feeding symbolizes phallic intrusiveness). Doubtless 
both could be present in different women or even in the same woman. 

Finally, in this area of childbearing and sexual identity it is inter- 
esting to consider what the sex of the child means to the mother. In 
my sample there were twenty-five male babies and twenty-six 
female babies, In the well-adjusted group there were twice as many 
boys as girls (cight boys and four girls), in the ill-adjusted group 
there were twice as many girls as boys (twelve girls and six boys). 
Since the doctor’s report of pregnancy and childbirth is irrelevant 
here, I took a look at the difference in proportion of girls and boys in 
terms of the two other criteria. There is no difference in terms of the 
Baby Score, that is roughly half of the women who had a positive 
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view of their babies had girls, and roughly half of the women who 
had a negative view of their babies had girls. There is however a 
very large difference when we consider the depression score. 61% 
of the women who gave no evidence of being depressed postpartum 
gave birth to boys while only 17% of the women who were de- 
pressed postpartum gave birth to boys. In the ‘depressed group’ 
there were only three baby boys as opposed to fourteen baby girls 
(in the ‘non-depressed group’ there were thirteen girls and twenty- 
one boys).1 It is possible to understand this finding in terms of a 
more ambivalent relationship between mother and daughter than 
between mother and son. Without endorsing Freud’s notion that a 
woman compensates with her son for the lack of a penis (his basic 
explanation for female psychology) we can retain from him the 
notion that a mother’s reaction to her son is ‘the most free from 
ambivalence of all human relationships’ (1933), at least initially. As 
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This preference for a male child is often not acknowledged or even 
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conscious. Many women would not express a preference during preg- 
nancy. Out of the twenty-nine who did express a preference, 
sixteen said they would like a boy and thirteen a girl. Surprisingly 
twenty-one out of these twenty-nine gave birth to a child of the 
desired sex. It makes one wonder if there is in some women an un- 
conscious knowledge of the sex of the child they are bearing. (For 
example the production of hormones is different when the foetus 
is male or female; an analysis of the amniotic fluid can reveal the 
sex of the baby. One could hypothesize that this difference is recorded 
in some part of the mother’s brain.) 

Actually it is difficult to know how to interpret an expressed 
preference. Mrs Jones, for example, expressed in late pregnancy her 
wish to have a girl: ‘I think it will be a girl, I would like a girl. I 
look at girls’ clothes. Perhaps it’s because my mother says it will be a 
girl.’ (She is the eldest of a large family and her mother’s feeling that 
she will have a girl might be the wish to repeat herself through her 
daughter.) Mrs Jones gave birth to a boy. She said that her first 
reaction on seeing the baby was to cry ‘because I wanted a boy so 
much’, This particular case illustrates the finding that, regardless of 
expressed preference, women were depressed less often after giving 
birth to boys. 


I have tried to show in this chapter that in order to understand 
femininity it is important to look at the awareness of femininity, the 
acceptance of a female body and biology, and at specifically female 
states. Parallel to Freud’s conception of the male as the prototype of 
the human being with the female seen as an incomplete man, there 
has been a tendency to consider specifically female states as illnesses. 
Menstruation, pregnancy, menopause are often construed as illnesses 
and women are encouraged to consider them as such. To equate these 
states with illness is dangerous and prevents a real understanding of 
women. 


Chapter 7 
Some more findings 


My study was about childbearing — this includes pregnancy, child- 
birth and the postpartum period. Many different feelings are cx- 
perienced at this time: feclings relating to present states, anticipations, 
conflicts, body changes, togetherness and separation, hospitals, 
changes in relationships, feelings relating to competency, etc. I asked 
cach woman at our last meeting what had been to her the most 
significant aspect of the experience, that stuck most in her mind. It 
was obvious from the women’s questions that they had no idea what 
kind of answer I expected from them. I gave no direction. I wanted 
to understand each woman’s personal experience. 

The largest proportion of experiences described related to the 
postpartum period and to the baby (this could partly be related to the 
fact that it was the closest point in time to the interview). Mrs Marsh 
talked about ‘the way he is growing since he is born’ and Mrs Cooper 
described her ‘fear of dropping the baby’. Many women described 
their feeling ofamazement at the creation of a new being. Mrs Pyke: ‘I 
think it’s a miracle; carrying her for nine months and then she is so 
perfect with eyes, nose, even her personality is special.’ Mrs Cobb: “The 
wonder of it all. From egg to now. Perfect fingernails, eyebrows, etc. 
How two ordinary people like this can produce such a perfect baby!’ 
Mrs Hooper: ‘To think that she came out of me; that nature should be 
so perfect — down to the fingernails and the milk for feeding. Even 
now I can’t relate her and my pregnancy. It is so amazing.’ 

The second most frequent experience referred to was the actual 
birth. Mrs Rand said: ‘The most significant experience was the birth. 
It was a weird experience, a shock. But it was also satisfying. I now 
have a lot of respect for women, women who have many children. I 
found it a very humiliating experience, very animal like — the things 
one says! Of course part of it was the drugs.’ Mrs Greenson: ‘the 
Most significant experience was when the baby’s head first appeared.’ 
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Mrs Cox: ‘the birth was a shock. I wasn’t prepared for it. It’s like an 
accident. Very frightening.’ Mrs Dare: ‘The evening of the birth: 
I felt so pleased with myself; as if I'd done it all myself. Mrs Carter: 
‘The most significant experience was the actual birth. Feeling 
something hot and wet beside me. Marvellous feeling.’ Mrs Good- 
burn: “The most significant was the birth: the baby’s head coming 
through. Feeling of joy.’ Mrs Hunter: ‘What I remember most is the 
beginning of labour. We had been watching a TV programme: a 
horror film, when the pains started. My husband was annoyed be- 
cause I so often thought it was starting. I went to bed and then had 
to get up again.’ Mrs Jones: ‘Waiting for labour pains every five 
minutes; wondering if this was labour; it was frightening.’ 

Some women referred to an event during pregnancy such as being 
sick all the time, or waiting for the arrival of the baby. Most frequently 
they mentioned the first sign of life, the movements of the baby. Mrs 
Nelson said: “The most significant experience was the movements of 
the baby. It was lovely. He was a very active baby and kicked every 
night. When I was in hospital after he was born, I expected he would 
kick till I remembered he was born. I felt so thin after he was born, I 
almost preferred being the way I was when I was pregnant.’ 

I also classified responses in terms of whether the experience re- 
lated was a positive or a negative one. Slightly more than half of the 
responses which I could classify in this way referred to a positive 
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so motherly. For example, I go down at every noise to see if the 
baby is OK; I didn’t think that I would be like this. Also this has 
made me closer to my husband. I thought I would be jealous, but no. 
I can’t believe the baby is really mine.’ Mrs Daniels: ‘other people’s 
reaction to one — everybody is so friendly. You meet a lot of people. 
Before I didn’t know anyone. Also other wives with children treat 
you as an equal. I can’t believe she is really mine.’ Mrs Tisman: 
‘People want to be more friendly. You make more friends. They are 
all waiting and doing things for you. Whereas before you are on your 
own,’ Mrs Carter: ‘being a mother, pride.’ Mrs Dare: “That evening 
I felt so pleased with myself, as if I'd done it all myself.’ The baby- 
oriented responses related to the movements of the baby, to sceing the 
baby is born alright, to his being ‘so perfect’; one woman expressed 
her amazement at ‘having someone you are responsible for, someone 
who comes before you’. A few experiences related neither to herself 
nor to the baby but concerned the husband. Mrs Daly: ‘The most 
significant was my husband’s face when he came to see me. He was 
beaming . . . and he rarely smiles! He asked: “Is it all right?” “What 
do you mean is it all right? What’s all right?” “The baby.” “Of 
course it’s all right”? : 
As I showed in earlier chapters, a fair amount of change occurred in 
this group of women. However the changes I recorded indirectly 
might well be different from the change actually experienced by 
each woman. I therefore asked each woman at our last meeting if 
she felt she had changed and if so how. Roughly 60% of the women 
felt that they had changed since the beginning of pregnancy. A lot 
of the changes expressed referred to such things as sense of respon- 
sibility, confidence and ability to nurture. Mrs Cobb: ‘I feel more 
responsible, more mature. You have to be careful when you prepare 
bottles or change nappies.’ Mrs Greenson: ‘I have more confidence. 
Being married and having a child makes you feel more adequate. You 
must have something if you can be a wife and mother. I was very 
shy and self-conscious when I was younger. Now I'm OK. Also you 
become less modest; for instance taking a bath in front of others in 
hospital.’ Mrs Phillips: “Yes I have changed. There are things you 
have to do. You have more responsibilities. I feel very much more 
capable of coping with things than previously. One is forced into 
instant maturity.’ Mrs Sanders: ‘I feel more responsible and think less 
of doing housework, washing, etc., but otherwise I feel as before.’ 
Mrs Mills: ‘I think I’ve matured. I am more understanding, more 
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intelligent. You have to do all the thinking for the baby, you have 
to have patience. It worried me since I’m quick-tempered — but I’ve 
never lost my temper with her.’ Mrs Line: ‘I feel I am a better person. 
I feel sorry for babies who for example have no fathers; I look into 
prams, etc. In this sense I have changed a lot.’ Mrs Laing: I’ve 
changed. I used to be softer. Now I can stick up for myself. I feel 
better about it.’ 

A few women referred to the change in life-style. Mrs Boulton: 
‘Yes, I have changed. I’m more motherly, less ambitious. Now I’m 
happy to stay at home. I didn’t think I would love her as much as I 
do. I’m not bothered if I stay home in the evenings.’ Mrs Goodburn: 
‘now day and night is filled.’ Mrs Davey: ‘The main change is 
because I’m not working. I don’t have to rush etc. Although I find 
certain tensions and strains directly connected with looking after the 
baby, these are much less than certain emotional tensions I experi- 
enced when I was working full time — mainly because I can now do 
things in my own time and leave them if I feel so inclined. No exter- 
nal pressures. The loss of personal freedom hasn’t hit me too much 
yet although occasionally I realize it when, for example, even a short 
expedition out to the shops or to have my hair cut, necessitates either 
taking the baby or making provisions for him.’ Mrs Bolt: ‘Pm more 
housewifey. Not much change otherwise. I feel a bit tied to the home. 
Still go out most days,’ 

Some women noted the fact that now the baby comes first. Mrs 
Daniels: ‘Yes, I’ve changed. You're a pa 
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don’t want advice from anyone. I want to make my own mistakes.’ 
Some women just referred to their feeling state. Mrs Dare: ‘I feel 
more content, happier, more complete.’ Mrs Tisman: Tm more 
content, I don’t need to buy things all the time.’ Some negative 
states, too. Mrs Thomas: ‘I feel depressed. My husband says that I’m 
unhappy since I had the baby.’ Mrs Lambert: ‘I feel irritable, I 
forget things.’ One woman expressed the feeling, implicit in some of 
the other statements, that other people’s expectations or reactions to 
the young mother have changed. Mrs Ward: ‘I haven't changed but 
other people have changed. My mother gets on much better with 
me now, also with my husband.’ 

Amongst the women who feel they haven’t changed, two feel that 
they were different during pregnancy. Mrs Nelson: ‘I am now the 
same as before. I felt changed during pregnancy.’ I asked in what 
way. ‘We were together, now we are separated.” Mrs Soper: ‘I 
haven’t really changed. I have gone back to how I was before. 
During pregnancy I had less energy.” 

Amongst the women who feel they have not changed, Mrs Rand: 
‘I don’t feel more mature. I must keep reminding myself that I am a 
mother and responsible for someone else than myself? Mrs Hunter: 
‘I haven't really changed, I often don’t notice he is there, between 
feeds.’ Mrs Underwood: ‘I don’t feel I’ve changed; it’s a part of me 
that has been suppressed, having waited for many years to conceive; 
I feel fulfilled.’ 

On the whole, the changes expressed are positive, whether the 
women belong to the well- or the ill-adjusted group. Mrs Thomas 
and Mrs Lambert, the two women who expressed some difficulties 
(depression and irritability), belong to the intermediary group. 
Similarly there is not much difference between well- and ill-adjusted 
women in terms of whether they experienced change or not. 

My study is concerned with the processes of change occurring at 
the time of having a first child. However, tangentially, let us see if it 
is possible to detect early on those women who will encounter difi- 
culties; this is important in the area of preventive medicine. Psycho- 
therapeutic help has been shown to be particularly helpful during 
pregnancy. 

I mentioned earlier that there was a tendency for the younger 
Women in the sample to experience difficulties. The seven women 
who were twenty years old or younger belong to the two groups with 
difficulties (five in the ill-adjusted group). None of the women in the 
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well-adjusted group were this young. The young age was often accom- 
panied by premarital conception or unintentional conception. In 
fact there were roughly as many premarital conceptions in the group 
with no difficulties as the one with most difficulties — so it is probably 
the combination of age and premarital conception. 

The fact of planning the pregnancy didn’t seem to affect much its 
course but as I pointed out earlier, the question of ‘planning’ is rather 
more complex than it appears. 

Four women in my sample experienced some problem with con- 
ceiving. One woman got pregnant after making an appointment with 
the fertility clinic, one woman got pregnant just after her visit to 
the fertility clinic, another woman one year after the visit 
fourth woman got pregnant as she was about to adopt (the adoption 
had just come through). All four women experienced some difficulties 
(one woman was in the ill-adjusted group). 

Th terms of family background, I found that in the lesser- 
groups, eleven out of the thirty-nine women had lost a paren 
childhood or up to one year before the pregnancy, a 
one out of the well-adjusted women. In four cases it is 
mother. The one woman who’s mother died when sl 
belongs to the ill-adjusted group; 
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the last case, the woman’s mother died when she was an adult; this 
woman belongs to the well-adjusted group. None of the women in 


a parent during childhood, as opposed 
(if we arbitrarily carry child- 
This suggests a problem area, 
draw definite conclusions. 
only children presented some 
usted group and seven in the 
evidence in the psychological 
literature that only children experience more difficulties in various 
uld be that the aspect of sharing 
Tought up as an only child (ob- 
a larger sample to confirm the 
hunch). 


A number of women lost a parent shortly before the pregnancy or 
during the pregnancy. This is not predictive of outcome. In fact, 
none of the women who suffered this kind of loss belonged to the 
group with most difficulties. One woman, for instance lost, two rela- 


, and the 


adjusted 
t during 
s opposed to 
the loss of the 


he was a child 
the two women who lost their 
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tives during pregnancy. She described going to the funeral and 
feeling the movements of the baby during the ceremony; this 
juxtaposition of life and death gave her a painful feeling of uneasiness 
and she added at the bottom of the depression questionnaire, ‘feeling 
of unreality’. Another woman lost her father while she was pregnant. 
Both these women belong to the well-adjusted group. 

Three women hada miscarriage prior to this pregnancy ; two of them 
experienced some difficulties with this pregnancy, the third did not. 

To summarize, very tentatively, it is suggested that women who 
conceive when they are very young particularly if the pregnancy is 
premarital, women who have lost a parent in childhood or later, 
women who are only children and (possibly) women who have had 
difficulty in conceiving are more likely to experience difficulties with 
the birth of their first child. 

The next step is to see if any of the data collected during pregnancy 
was predictive of difficulties. Early in pregnancy, a majority of women 
(78%) reported a physical symptom — mostly vomiting and nausea, 
also headaches and tiredness, fainting, high blood pressure. There is 
not much difference between the groups. Seventy-three per cent of 
the women in the well-adjusted group and 89% of the women in the 
ill-adjusted group reported such symptoms. Late in pregnancy (7 
months) there is a drop to 30% of women reporting a physical 
symptom such as high blood pressure, sickness, trouble with kidney, 
bleeding, swollen legs. The proportion is similar (277%) in the ex- 
treme groups. Fourteen women said that they were feeling very well 
when I questioned them in late pregnancy; 1m fact four of them said 
that they had ‘never felt so well’. These four women were to ex- 
perience difficulties (two belong to the group with most difficulties 
and two to the intermediary group). It could be that these women 
wished to be pregnant rather than to have a child. One of them 
expressed this directly: “When I was in hospital, after he was born, 
I expected he would kick till I remembered he was born. I felt so 
thin after he was born. I almost preferred being the way I was — I 
had put on two stones.’ In fact it is more true to say that she had 
mixed feelings about pregnancy since she also said, a felt well up to 
the end. I never got very big ~ it can be so ugly.’ This wish for the 
pregnancy more than the child is expressed by two other women 
(not included amongst the four who ‘never felt so well’ during 


pregnancy). Mrs Bolt had to go into hospital for a short spell during 


pregnancy but apart from that felt ‘extremely happy and contented’. 
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When her baby was born and I asked her if she wished to have 
any more children, she said: ‘probably not. It is crowded enough 
here. I wanted to experience childbirth and having a baby and I did. 
I wouldn't want any more.’ (She had a very difficult childbirth.) 
Mrs Ramsey said in late pregnancy that she felt ‘a lot calmer’ than 
usual, though she sometimes found the movements of the baby 
frightening. After the birth of the baby, she said to me that she had 
felt much better when she was pregnant: ‘perhaps I should carry all 
the time.’ 

Of the measures collected during pregnancy (the Repertory Grid 
measures and the different tests), two revealed a difference between 
the women who were to have difficulties and those who were not. 
First the depression questionnaire. In late pregnancy, the women 
who were to belong to the well-adjusted group had a higher de- 
pression score than did the women who were to belong to the ill- 
adjusted group.1 This so-called depression questionnaire actually 
relates in large part to calm and self-confidence. The women who 


pregnancy, to getin touch w. 
accommodating to the new member of the fa 


to cope with these events when they take place. This was the case, for 
instance, with Mrs Stokes. She was in her thirties and had not wanted 
to have children: ‘I hate children; I never thought I would have any; 
I went “quite mental” when I found out I was pregnant.’ On her 


1 Since a decrease in the depression score is One of the three criteria of adjust- 
ment, and since the women in the group with most difficulties also include 
some women whose score on the depression questionnaire decreases (since 
inclusion in this group requires that at least two of the criteria give evidence of 
a problem) one would expect a difference in the means and variances of the 
extreme groups. However the size of the difference between the mean de- 
pression score during pregnancy of the ill- and of the well-adjusted group is 
not completely determined by the fact that a decrease in depression score is 
one of the criteria. 


mily will be more able 
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depression questionnaire during late pregnancy, she reported having 
most of the difficulties mentioned (lack of energy, inability to relax, 
difficulty in sleeping, etc.). Her first thought when she saw the baby 
was that she didn’t like her much; she got very depressed and wanted 
to throw the baby out of the window. And yet soon things got better 
and she found that she could care for the baby in a way she had not 
expected she would. By the time I came to see her, Mrs Stokes was 
no longer depressed and viewed her child positively. This woman 
was classed amongst the women with some difficulties as she had a 
difficult childbirth but not as one might have anticipated, in the ill- 
s is an extreme example but illustrates the point 
Tam trying to make that it is probably healthier in the long run to be 
able to express conflicts and fears. This finding is reminiscent of the 
previous one concerning a tendency for the women who ‘never felt 
so well’ during pregnancy to be prone to difficulties later on (if we 
can go by the small numbers); well tucked under the ‘never so well’ 
lic the unexplored and unfamiliar feelings. 

Janis has described, in relation to surgical operations, the positive 
value of anticipatory fear. He found in his study that patients who 
displayed moderate anticipatory fear, asked and received realistic 
information about what was going to happen to them, were much 
less likely than those who were either extremely anxious or on the 
contrary constantly cheerful and optimistic, to display any emotional 
disturbance after the operation. “This outcome clearly contradicts 
the popular assumption that placid people — those who are least 
fearful about an impending ordeal, will prove to be less disturbed 
than others by subsequent stress.’ He also quotes a study showing that 
patients who were given a description of postoperative pain and told 
that such pain is a normal consequence of the operation, that they 
would be given pain-killing drugs if necessary and. told how to 
relax their muscles in order to reduce the pain (these were abdominal 
operations) required less narcotics on the five days following the 
operation than did the patients who were not given such information. 
The prepared patients were also able to go home earlier than the 
others. Janis concludes: “A person will be better able to tolerate suf- 
fering and deprivation if he worries about it before hand rather than 
remaining free from anticipatory fear by maintaining expectations of 
personal invulnerability. This generalization, if confirmed by research 
in other stress situations, might turn out to hold true for many non- 
physical setbacks and losses such as career failures, marital discord, and 


adjusted group. Thi 
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bereavement’ (1969). Such ‘work of worrying’ I feel explains my 
own findings that the women in the well-adjusted group gave evidence 
of more expressed anxiety during late pregnancy. Similarly Yalom 
(1963) found a relationship between postpartum depression and less 
fear of labour during pregnancy. 

It would be interesting to find out the effect of information given 
before the birth and the woman's opportunity to ‘rehearse’ what will 
be happening to her on the actual labour and delivery, the woman’s 
tolerance of pain and on how she experiences childbirth. I have not 
got the data for this in my own study. I did however ask each woman 
in late pregnancy how she felt about labour and delivery and, post- 
partum, whether it had been better or worse than she had anticipated. 
A majority of women said ten weeks prepartum that they were not 
really worried; a number said that they were worried. Three women 
were extremely anxious about the birth. Mrs Goodburn said she 
was ‘terrified’; she had only decided to have a child after being assured 
that she could have a spinal injection as she ‘can’t stand pain’. Mrs 
Rand was ‘very apprehensive’ and particularly afraid of losing con- 
trol. Both these women found it much worse than anticipated (Mrs 
Rand’s labour and delivery were rated as casy and normal by the 
obstetrician, Mrs Goodburn had a forceps delivery, rated as difficult 
because of the patient’s anxiety). The third woman, Mrs Ramsey, 
felt scared and panicky’ and afraid of losing control. However, she 
found it easier than expected (though she hada long labour and forceps 
delivery). 
six women were strikin 
s at all though 
ly ill when she w. 


gly unconcerned. 
she told me that her own 

as born. She found it worse 
he labour was short and delivery straight- 
aid she had not thought much about it: ‘It’s 
, ve never been, you don’t know what it’s like 
so you don’t worry. I think you probably worry more the second 
time around.’ She had a difficult childbirth Tequiring a caesarian and 
found it worse tha Mrs Tisman was unconcerned 
3 she had a fairly long labour and 


: about the childbirth though her 
husband was very worried. She found it worse than expected. She is 
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the woman who, I had felt, expressed some anxiety about the birth 
in the TAT story. Postpartum she said: “The worst is when they break 
your water. They come at you.’ This woman’s way of dealing with 
feelings by denial is quite well expressed by her way of coping with 
the baby: ‘I hate babies with dummies; if he cries, I shut the living- 
room door and the kitchen door and put the radio on and don’t hear 
him, so it’s OK.’ Mrs Down said she had not thought much about 
the birth. She had a normal and easy labour and delivery but said that 
it had been much worse than she had expected. In only one of these 
six cases did the woman find the birth easier than expected. Mrs 
Greenson had not thought much about the birth. She had a normal 
and casy labour and delivery, and found it easier than expected. 

Altogether twenty-two women found childbirth easier than they 
had expected while eighteen found it more difficult. Out of the 
twenty-two who found it easier than expected only two had shown 
particularly high or particularly low anxiety about it during preg- 
nancy (9%); out of the cighteen women who found it more difficult, 
seven had shown particularly high or particularly low anxiety during 
pregnancy (38%). 

The other measure which differentiates women during pregnancy 
is the ‘femininity’ score. Although the difference is not as large as it 
is postpartum, there is already in late pregnancy a tendency for the 
well-adjusted women to have more ‘masculine’ scores. If my inter- 
pretation of the results is correct (see pages 164-171) then the women 
who during pregnancy already are more passive are ill-prepared for 
the great activity required of them for childbearing and child-rearing. 
It definitely puts in question the passive picture of the pregnant 
woman which is generally depicted as ‘normal’, People are prepared 
to accept the fact that child-rearing necessitates a certain amount of 
activity (though they will not necessarily agree that this says anything 
about femininity) but will rarely see the pregnant state as anything 
but passive. I would say that pregnancy is a preparatory state where 
the woman must go through the ‘work of worrying’ and reconstru- 
ing relationships and also prepare herself for the demands of the new 
role. This requires a certain looking into the future to a time when she 
will need to be active, rather than a sinking into passivity and total 


dependency. 


Chapter 8 
Summary and some thoughts 


Out of the mother’s anguished pain he came 
Fragile to touch and strangely beautiful. Elizabeth Jennings 


The research which makes the core of this book was based on the 
assumption that a first pregnancy is an important bio-social event in 
the life of a woman, accompanicd, if there is to be positive adjust- 
ment, by a re-appraisal of her image of herself and her relation to 
important people in her life. This developmental view is shared by 
some authors; others view pregnancy as a hurdle to be overcome in 
order that the woman may return to her previous psychological 
equilibrium. In the research literature, methods and criteria are 
chosen in accordance with the point of view adopted: concentrating 
on what remains constant in the psychological make-up in the static 
approach. It is therefore not the point of the study to prove that a 
static approach is invalid; but rather, it is an attempt to show that a 
process approach is possible and can yield predictable results. In view 
of the complexities of the postulated process and the difficulties of 
carrying out research in a ‘real-life situation’ as opposed to a labora- 
tory situation, it is gratifying to note that the major predictions were 
by and large confirmed. Indeed it was possible to identify different 
Patterns of change in a group of well- and a group of ill-adjusted 
women. Besides giving evidence of specific patterns of change in 
self perception and supporting the idea that health involves more than 
just the absence of symptoms, the results can be seen as supporting 
the notion that conflict may be expressed in a variety of ways or, at 
least, that similar psychological processes can relate to very different 
types of disturbances, be they somatic or experiential. Let me stress 
again that it was not my purpose to show that, for example, difficult 
delivery because of uterine inertia is due to emotional factors (though 
this may indeed be a contributing factor) but that it is possible to 
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identify certain processes of change in women who experience diffi- 
culties at some of the different points in the childbearing process. 
The emphasis is on how women deal with and change through an 
important event in their life - with a specific interest in those women 
who are well adjusted to this particular situation. It is an attempt to 
look at an often forgotten group of people, healthy people. When 
all the various possible disturbances were combined the differences 
between extreme groups were particularly evident. The fact that 
none of the measures differentiated between the women who were 
later to experience difficulties and those wh 
pregnancy, shows that we are clearl 
around the meaning of the birth. 


The fact that women who later showed a positive adjustment to 
the birth of their child were able to express more anxieties in late 
pregnancy gives an indication of the complex processes at work. 
These notions of change, of ‘working through’, of relations between 
disturbances and psychological processes contribute to support a 
theoretical framework concerned with meanings, structuring and 
development, and with the notion of ‘total person’ where psychic 
structures, psyche and soma are part of a whole. 

The most striking feature amongst t 
most difficulties, was the split between a very idealized picture of 
what they felt a mother should be like 
mothering they felt they had received 
saw themselves, after the birth of the 
ture was at times present in well- 


© were not in early 
y dealing with processes centering 
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Acceptance of pregnancy, as measured by the perception of a 
pregnant woman in an ambiguous stimulus, was not predictive of 
adjustment to the experience. There was, however, some evidence 
of an opposite re-appraisal of familial roles, with the women who 
perceived pregnancy seeing their husband as taking on the role of 
father and being in less of a mother role than did the non-perceivers 
of pregnancy. 

The study also attempted to contribute to an understanding of 
femininity. Most striking in this respect was the fact that the women 
who went through the experience of having a child with least 
difficulties, were those women who were able to feel themselves to 
be active, not only after the birth of the baby but also during preg- 
nancy. Such a sense of initiation and activity is one which has often 
been denied women in our culture. 


In sum, those women who are most adjusted to childbearing are 
those who are less enslaved by the experience, have more differen- 
tiated, more open appraisals of themselves and other people, do not 
aspire to be the perfect selfless mother which they might have felt 
their own mother had not been but are able to call on a good mother 
image with which they can identify, and do not experience them- 
selves as passive, the cultural stereotype of femininity. 

Amongst these well-adjusted women, there seem to be those who 
tend to be simply adjusted or resigned to a social definition of the 
new role and those who are more truly in harmony with themselves 
(the distinction is in fact never clear cut). It would be important and 
useful if change is to take place to look at the social situation and cur- 
rent life situation of these latter women. Particularly relevant would 
be an understanding of the husbands’ images of womanhood and 
manhood, motherhood and fatherhood and their ability to reconsider 
these with the birth of their child and if necessary free themselves from 
past images and cultural stereotypes. Husbands’ and wives’ congruent 
and disparate images will be an important factor in their relationship 
and their ability to grow together with the new experience. 


Appendix 
Figures and statistics 


The statistical analysis was done on the data collected from $0 peripartum 


women and 22 ‘control’ non-pregnant women. These two groups are com- 
parable in terms of age and length of marriage (see Table 1) 


Table 1: Age; husband’s age in relation to own age; length of marriage 
Age of husband i 
Age minus own age Length of marriage 
Groups Mean Range Mean Range Mean Range 
Pregnant 242 18-32 32 —3to +17. 2y.Im. otor y- 
Control 247 20-31 r$ —3to +9 2y.7m. Iom.to 
9y.6m. 


I will start by reporting the data relati 
will go on to set out the results relatin; 


will report on some additional findi 


ng to the criteria of adjustment! and 


g to each of the hypotheses. Finally, I 
ings. 


A. Criteria of adjustment 


The three criteria were combined to distinguish three adjustment groups: 


1. Well-adjusted group: composed of those women who scored positive 
(healthy) on all three criteria, 


1 Data here refer to 51 women. One woman whose datum is incomplete was 
excluded from the final analysis relating to specific hypotheses. 
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2. Medium-adjusted group: composed of those women who scored positive 
on two out of the three criteria. 

3. Il-adjusted group: composed of those women who scored positive on one 
or none of the criteria. 


Each of the three criteria and their distribution in the population will now 
be described. 


I. DOCTOR’S REPORT 


This report is composed of three separate three-point scales relating respec- 
tively to the pregnancy period, the labour and delivery, and the health of the 
baby. In each case, a rating of 1 refers to a healthy adjustment; a rating of 2 
to mild symptoms; and a rating of 3 to severe symptoms. This criterion (doc- 
tor’s report) is scored positive (healthy) when, and only when, all three scales 
are scored 1. This means that, even if only a mild pregnancy symptom is 
recorded (pregnancy scale scored 2), the criterion is scored negatively. 


Distribution of results 


Twenty-three women showed a healthy adjustment on all three scales and 
were, therefore, rated positively on this criterion. Twenty-cight women were 
rated negatively. Out of these 28, 4 women had mild or severe symptoms 
on more than one of the three scales. 


8 women had mild or severe symptoms on the pregnancy scale. These in- 
cluded hypertension and haemorrhage. 3 

17 women had mild or severe symptoms on the labour and delivery scale. 

These included forceps delivery, retained placenta, uterine inertia, long 

labour, breech delivery, prolonged second stage, postpartum haemor- 


rhage (800 ml). 
7 a had le or severe symptoms on the health of the baby scale. 


These included jaundice, sticky eye, subluxation of hip, baby light for 
dates, irritable baby. 


2. DEPRESSION QUESTIONNAIRE 


The depression questionnaire is given twice, at interview 2, that is, about 10 
weeks prepartum (Depression Questionnaire 1), and at interview 3, that is, 
: PEDE ne H 
about 10 weeks postpartum (Depression Questionnaire 2.). This ‘yes-no 
questionnaire is made up of 24 questions. 

A response denoting adjustment is scored 0, l 
is scored 2, A ‘don’t know’ response is scored 1. Therefore, a high score re- 
lates to the reporting of ill-adjustment by the woman. Pitt, who devised this 
questionnaire, found that most women have higher scores during pregnancy 


one denoting ill-adjustment 
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and that those women whose scores increase postpartum give clinical evi- 
dence of depression. The important factor is, therefore, the difference in the 
scores obtained at each of the two testing sessions. All women whose scores 


increase from time 1 to time 2, that is, when Q.1 — Q.2 <0, will score nega- 
tively (ill-adjusted) on this criterion. 


Distribution of results 


Seventeen women increased their score from time 1 to time 2 and were, 
therefore, rated negatively on this criterion (ill-adjusted). The scores of the 
34 other women remained the same or diminished postpartum. These 


women were, therefore, rated positively (well-adjusted) on this criterion. 
Mean scores were as follows: 


Table 2: Means and standard deviations for the total 


sample: 
Mean Standard Deviation 
Depression Q. 1. 15°46 797 
Depression Q. 2. 13°6 9°63 
Depression Score 
(D1-D2) 19 9°32 


ee 
Table 3: Comparison with Brice Pitt's results: 


A. PERCENTAGE SCORES 


Criterion + Criterion — 
(adjusted) (ill-adjusted) 
% % 
Present sample 
(criterion used 
in this study) 66 33 
Present sample 
(Pitt’s criterion) 79 21 
Pitt’s sample 60 40 
B. MEAN SCORES i naa 


Depression I Depression II 


Mean Standard 


M Standard 
deviation aut deviation 

Present 

sample 15-46 797 13:6 9°63 

Pitt’s sample 14°46 7:90 11-8 


790 
a ee a ee ee ee 
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As can be seen from the figures above, using the same definition of post- 
partum depression as Pitt (increase in score on the questionnaire by 6 or more 
points), my sample yielded a smaller proportion of depressed women (21% 
instead of 40%). This could be due to the method of administration (home 
situation rather than hospital questionnaire), the fact that Pitt’s sample com- 
prised multiparous as well as primiparous women or (and this seems most 
likely) the fact that Pitt tested women at an earlier date postpartum (6 to 8 
weeks postpartum as opposed to 10 to 15 weeks postpartum in my sample). 
When the women whose score increased by less than 6 points are included 
in the depressed group (as is the case in the present study), the percentages 


are roughly similar. 


Principal components of the test 


In order to get a better understanding of the different dimensions being tapped 
by this questionnaire, a principal component analysis was performed separ- 
ately for time x and time 2. The first three components are given below with 
the questions recording the highest loadings (>30). 


(a) Depression Questionnaire: Time 1 (prepartum)+ 
Component 1: (18°5% of the total variance) 
Q.14: Do you feel calm most of the time? (35) 
Q.24: Do you have confidence in yourself? (35) 
Component 2: (10:29% of the total variance) 
Q.19: Have you less desire for sex than usual? (=52) 
Q.7: Have you as much interest in sexas ever? (-51) 
Component 3: (959% of the total variance) 
Q.20: Have you enough energy? (32) 
Q.6: Do you easily forget things? (35) 
Q.18: Is your memory as good as it ever was? (34) 


These components could be labelled: 


1. Anxiety and confidence. 
2. Sexual interest. 
3. Ergic tension. 


1 Time 1 and time 2 refer here respectively to the first time the depression 
questionnaire was given (in fact the second session) and the second time the 
depression questionnaire was given (in fact the third session). 

2? Some questions (concerning sex, food, memory) are similar to each other 
although not identical. These repetitions may be in part inflating their impor- 
tance on certain components; it was decided to use the questionnaire without 
modification, however, since it had been validated on a large sample of peri- 


partum women. 
H 
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(b) Depression Questionnaire: Time 2 (postpartum) 
Component 1: (25-12% of the total variance) 
Q.24: Do you have confidence in yourself? (-32) 
Component 2: (10°44 % of the total variance) 
Q.7: Have you as much interest in sex as ever? (-39) 
Q.19: Have you less desire for sex than usual? (—-38) 
Q.9: Do you feel ashamed for any reason? (-33) 
Q.16 Does food interest you less than it did? (—-32) 
Component 3: (8-5% of the total variance) 
Q.11: Can you feel the baby is really yours? (-51) 
Q.12: Do you want someone with you all the time? (—+42) 
Q.1: Do you sleep well? (-32) 
Q.4: Have you a good appetite? (—-30) 

These components could be labelled: 
1. Selfconfidence. 
2. Drives and shame. 
3. Acceptance of motherhood. 


The main differences between the two 


shame with sex and food on the second component at time 2 and the com- 
position of the third component. At time 1, the third component relates to 
energy and memory, whereas at time 2, it relates more to the feeling of being 
a mother and of coping with the situation and being the responsible one. 
The lost appetite could be a sign that what is now important is feeding rather 
than being fed although, as is the case with other questions, a hormonal 
factor may also be present. Also interesting to note is the increased importance 
of the first component relating to self-confidence, 


An analysis of the depression scores within the three adjustment groups re- 
veals a significantly higher mean depression score for the well-adjusted as 
opposed to the ill-adjusted grou 


ed ps at time 1 (prepartum) (p<:o2). The 
Opposite is true at time 2 (postpartum) (p<:oz). 


Table 4: Depression scores within adjustment groups: 


testing times are the association of 


Gae Well- Medium- Ill- 
adjusted adjusted adjusted 


T statistic F ratio j 
between extreme groups 

Var- Mean Var- (betweer g 

iance 


DEPRES- Mean Var- Mean 
SION iance iance 


Time 1 18-1 85 165 976 12-7 
Time2 94 145 


493 242k 5-81 
Izo I04'0 18-0 


IOr4 2-68** TOs 


p< o2 ¥ky < sor 
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Since a decrease in the depression score is one of the three criteria of adjust- 
ment, and since the ill-adjusted group includes some women whose score 
decreases on this questionnaire (this group includes women who score posi- 
tively on one of the criteria), some difference is to be expected between the 
means and between the variances of the extreme groups. However, the size 
of the difference between the mean depression score during pregnancy of the 
well-adjusted group and the mean depression score during pregnancy of the 
ill-adjusted group is not completely determined by the fact that a decrease 
in depression score is one of the criteria. In order to get a better understanding 
of this finding, analysis of the depression scores for women who were well 
adjusted versus those who were ill-adjusted on the two other criteria was 
performed. As the figures below show, although this difference is not signi- 
ficant, the well-adjusted women (on these two other criteria) obtain hereagain 


a higher mean depression score during pregnancy. 


Table 4a: Depression scores for extreme groups using doctor's criterion and baby 


criterion only: 
OOP O o oo 
Well-adjusted on Ill-adjusted on 
croues: baby and doctor baby and doctor 
criteria (N = 15) criteria (N= 9) T $ 
statistic ratio 


DEPRESSION SCORE: Mean Variance Mean Variance 
Time 1 185 587 160 597 0°76 1o02 
Time 2 139 840 179 1169 o97 T39 


and self-confidence have the highest 
£ the depression questionnaire during 
pregnancy, it seems that women who are classified as well-adjusted according 
to the three criteria (and to a smaller extent to the two criteria) express in 
particular more feelings of anxiety and insecurity during pregnancy. 


Since questions relating to calm 
loading on the first component ©} 


3. BABY QUESTIONNAIRE 

d of 6 scales which the mother is asked to rate 
d then for her ‘own baby’. Each scale is rated 
the better the adjustment. The final 
d ratings for the average baby, and 


This questionnaire is compose 
first for the ‘average baby’, an ; 
on a five point scale, the lower the rating, 


score is the difference between the summe a 
the summed ratings for the own baby (average baby-own baby). A positive 


score, therefore, reflects the mother’s view of her baby as healthier than the 
average baby, and gives her a positive score on this criterion. When the differ- 
> : 3 ae 
ence is null or negative, the woman obtains a negative score on this criterion. 
ative, 
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Distribution of results: 


33 women had a positive discrepancy score on this questionnaire, that is, 
saw their child as healthier than the average baby. They obtained a positive 
score on this criterion. 18 women had a 


null or negative discrepancy score on 
this questionnaire and were, therefore, 


given a negative rating on this criterion. 


Table 5: a: Mean and standard deviation Baby Score (Average 
Baby-Own Baby) 


Mean Standard deviation 


Discrepancy score r16 


b: Comparison with Broussard’s Sample 
ip p 


SAMPLE: Present Broussard 
Percentage + discrepancy score 64:7 612 
Percentage — discrepancy score 353 38-8 


sub-scales (each ranging from 1 to 3) 


were combined (sc - Results are given in the 


table below, 
When considering 
doctor’s rating, a positive 


The fact that the relationship between the three criteria (Baby Question- 
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Table 6: Correlations between criterion scores and sub-scales 


DQ1 DQ.2 a Dri Dr è Dr E : 
BQ. (C) -03 —-07 “0o —"I7 “15 a5 os 
DQu 4s$ = ao ror =O “16 “10 
DQ.2 —-65t -28t "IS "24* 34T 
DQd(C) See ee O eee 
Dr “14 “10 63 
ae TS sF 
D5 ‘ss$ 


*p = <+10;2 tailed fp = <05; 2 tailed fp = <-01; 2 tailed 
C = Criterion 
BQ. = Baby Questionnaire (criterion) 
DQ.1 = Depression Questionnaire 1 
DQ.2 = Depression Questionnaire 2 
DQ.d = Depression Questionnaire difference (criterion) 
Dri = Doctor Questionnaire Scale 1 
Dr2 = Doctor Questionnaire Scale 2 
Dr3 = Doctor Questionnaire Scale 3 Ff 
DrT = Doctor Questionnaire total score (criterion) 1 + 2 + 3 


naire, Depression difference and Doctor's total score) are small show that 


different areas of difficulty are being tapped; this justifies their separate use. 
Indeed, combining such different criteria, different both in terms of the areas 


they cover and of their nature (self report and doctor’s report), reflects one of 
namely, that it is possible to distinguish 


the major ideas behind this study; OSS 1 
Processes within an ill-adjusted group from those within a well-adjusted 
nce. Moreover, if these two 


group, whatever the particular form of disturba 
groups are to be contrasted, it is important to include as many non-adaptive 
ways of reacting as possible. 

When the criteria are com 
groups are defined: 


Well-adjusted group (positive score on 3 criteria 1 
Medium-adjusted group (positive score on 2 criteri 
Ul-adjusted group (positive score on I or nO criteria) 
(Results will be calculated on these 50 women) 
These three groups are broadly comparable in terms of age and length of 


marriage, as shown in Table 7. res ; ’ 
Predictions were made in terms of the three criteria combined, and in 


Particular in terms of the extreme groups. Results concerning these specific 
hypotheses will now be given. 


bined as previously described, the following 


) N =11 
ia) N = 21 
) N = 18 
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Table 7 
Age Length of marriage 
N 
Groips Mean Variance Mean Variance 
Well-adjusted II 244 I0'0 rs 3°5 
Medium-adjusted 2I 243 129 z4 70 
Ill-adjusted 18 240 18-2 r9 46 


B. Processes of change! 
(A) DIFFERENCES BETWEEN PREGNANT GROUPS 


1. Self-concept and perception of family members 
Hypothesis A1a 


Taken as a group, the well-adjusted women will sce themselves as becoming 
more like their mi 


others from the first (time 1) to the last interview (time 3) 
and the ill-adjusted women as becoming less like their mothers from time 1 
to time 3. Postpartum (time 3) there will therefore bea difference between the 
two groups in terms of similarity between self and mother (with the greater 
perceived similarity for the well-adjusted women).2 
Operational definition: The mean selfto-mother distance on the grid will 
decrease for the well-adjusted group, and increase for the ill-adjusted group 
from time 1 to time 3. At ti 


me 3, the mean self-to-mother distance will be 
smaller for the well-adjusted group than for the ill-adjusted group. 
Results. 


Table 8: Self-to-mother distance 


GROUPS: Well-adjusted 


Medium-adjusted Ill-adjusted 
Time Mean Variance Men Valina Man Vadan 
I “81 05 “89 “04 “84 +06 
2 “86 06 “89 03 “90 05 
3 FS 03 86 04 92 04 
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Graph x: Self-to-mother distance 


Ill adjusted 


2° 
© 
ro) 


el ee 
“=== Medium adjusted 


Q 

© 

ro) 
T 


Mean distance 


Well adjusted 


0:70 


1 2 3 
Time 
Mean self-to-mother distance decreases from time I to time 3 in the well- 
adjusted and medium-adjusted groups and increases in the ill-adjusted group 
as predicted, but these changes are not statistically significant. There is, 
however, a significant difference in means at time 3 between the extreme 
groups (t = 2:2, p <*02, 1 tailed). This hypothesis is thus partially supported. 
The difference in means between well- and medium-adjusted groups is signi- 


ficant at the 10% level. 


Hypothesis Aib . 
If we also take account of how their own mothers are perceived, then it is 


predicted that the well-adjusted women, as opposed to the ill-adjusted ones 
will sce themselves as becoming more like their own mother when the latter 
is perceived, or comes to be perceived as a good mother. Four different 
patterns of change are, therefore, predicted to be adaptive, and therefore 


more frequent in the well-adjusted group: 


time 1: mother seen as good mother 
time 3: mother seen as good mother 
self and mother seen as more simi 
ii time r: mother seen as good mother 
time 3: mother seen as bad mother 
n self and mother seen as more 
iii time r: mother seen as bad mother 
time 3: mother seen as good mother f 
self and mother seen as more simi 
iv time 1: mother seen as bad mother 
time 3: mother scen as bad mother 
self and mother seen as mor 


lar than at time 1. 


dissimilar than at time 1. 


lar than at time 1. 


e dissimilar than at time 1 
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Since the ‘pregnancy as development’ authors talk about identification witha 
‘good mother image’, and sometimes describe a reconciliation with own 
mother, the frequency of occurrence of the different adaptive patterns was 
hypothesized to be as follows: 

i>ii>iv> ii 
Four patterns are predicted to be maladaptive, 


and therefore more frequent 
in the ill-adjusted group: 


a. time 1: mother seen as good mother 
time 3: mother seen as good mother ; 
self and mother seen as becoming more dissimilar than at time 1. 
b. time 1: mother seen as good mother 
time 3: mother seen as bad mother 
self and mother seen as becoming more similar than at time 1. 
c. time 1: mother seen as bad mother 
time 3: mother seen as good mother, 
more dissimilar than at time 1 
d. time 1: mother seen as bad mother 
time 3: mother scen as bad mother 


self and mother seen as becoming more similar than at time 1. 


Operational defi 
will decrease 


self and mother seen as becoming 


ther distance <1 
ther distance <1 


eases from time 1 to time 3 
1 time 1: mother-to-ideal m 


i other distance <1 
time 3: mother-to-ideal mother distance >q 
self-to-mother distan 


ili time 1: mother-to-ideal mot! 
time 3: mother-to-ideal mother distance < q 
selfto-mother dista 


wae nce decreases from time 1 to time 3. 
1v time 1: mother-to~ideal mother distance > 1 
time 3: mother-to-ideal mother distance >r 


self-to-mother distance increases from time 1 to time 3. 
The frequency of occurrence of these patterns in the well-adjusted group 
will be as follows: 


ce increases from time 1 to time 3. 
her distance >r 


i>ii>iv>ii 
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The four maladaptive patterns hypothesized to occur more frequently in 
the well-adjusted group are described below: 


a. time 1: mother-to-ideal mother distance <1 

time 3: mother-to-ideal mother distance <1 
self-to-mother distance increases from time 1 to time 3. 

b. time 1: mother-to-ideal mother distance <x 

time 3: mother-to-ideal mother distance =1 
self-to-mother distance decreases from time 1 to time 3. 

c. timer: mother-to-ideal mother distance =x 

time 3: mother-to-ideal mother distance <1 
self-to-mother distance increases from time 1 to time 3. 

d. time 1: mother-to-ideal mother distance 21 

time 3: mother-to-ideal mother distance =1 
self-to-mother distance decreases from time 1 to time 3. 


Results, 
Table 9: Adaptive and maladaptive patterns within groups 
Adaptive Maladaptive 
pattern (i + ii + iiitiv) pattem (a + b + c+ d) 
Groups N N 
I. Well- 
adjusted 8 3 
2. Medium- 
adjusted 17 5 
3. Il- 
adjusted 5 13 


USE Ee oe Se 
group changed in the direction 


73% of the women in the well-adjusted 
of the women in the ill-adjusted 


defined as adaptive as opposed to 28% 
group. 

Table 9 gives the frequency o: 
cach group. A significance test was 
and revealed a difference in distribution (x = 5°65, 
is thus confirmed. 


Table x0: Frequency of the different patterns 


Adaptive patterns 


f adaptive versus maladaptive processes within 


performed using the extreme groups, 
p<.02). This hypothesis 


Maladaptive patterns 


PATTERNS: s 

Groups i i iii iv à b c d 
Adjusted 4 I 3 o I o 2 

Ill-adjusted 2 o 2 I 6 o 4 3 

6 2 7 s I0 o 7 4 


All groups I 
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Table 10 gives the frequency of the different adaptive patterns in the ex- 
treme groups and for the total sample. With the well-adjusted group, the 
frequency of the patterns differs slightly from the predicted one: i > iii > ii 
>iv instead of i > iii > iv > ii. Looking at the two groups together, we find 
that the order ofadaptive patternsis as predicted: i > iii > iv > ii. The order- 
ing of the maladaptive patterns within the ill-adjusted group alone as well as 
in the total sample is: a > c > d > b. This orderin 


g reflects a tendency for 
pregnant women to see their mothers as good mothers (i+iita+b= 
28> iii + iv + c + d = 23) 


and the tendency for women to see their 
mothers as being better mothers after the birth of their child, whatever group 


they belong to! (in patterns i and iii, and a and c, own mother is scen as a 
good mother at time 3). 


Hypothesis Atc 

The well-adjusted women will see themselves as becoming more similar to 
their notion of what a mother should be like from time 1 to time 3 (this 
would reflect both the r 


elves as becoming more 
dissimilar to their notion of what a mother should be like from time 1 to 
time 3. At time 3 there will be a difference between the groups in terms of 
perceived similarity between self 


and ideal mother (with the greater simi- 
larity for the well-adjusted women). 


Operational definition, The mean self-to-ideal mother distance on the grid will 
decrease from time 1 to time 3 for the well-adjusted group and increase from 
time I to time 3 for the ill-adjusted group. At time 3, the mean self-to-ideal 
mother distance will be smaller for 


the well-adjusted than for the ill-adjusted 
group. 


Results. 


The mean self-to~ideal mother distance, 


S l in the well-adjusted group, de- 
creases; and in the medium and il groups, increases; but the changes 
t » Nowever, a significant difference in 
means at time 3 between the extreme 


roups (t = r- = -02, 1 tailed). 
This hypothesis is thus partially e, p> Mia ai 


1 Mean mother-to-ideal mother distance: pa 7 


GROUPS: Well-adjusted 


l-adjusted 


Medium-adj P 
Time edium-adjusted Ill-adjusted 
I 0'93 0-94 too 
3 083 


0:88 


0'91 
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Table 11: Self-to-ideal mother distance 


crours: Well-adjusted Medium-adjusted Ill-adjusted 
Time Mean Variance Mean Variance Mean Variance 
I 85 "04 -83 “O04 “90 +06 
86 ‘07 “88 04 89 ‘O07 
3 “79 “02 “85 +03 95 “06 


Graph I: Self-to-ideal mother distance 


ee Il adjusted 


a 0°90 | 

oO s+ mn m om me man ; 

S = == Medium adjusted 
2 z 

5 0:80 Well adjusted 

© 

= 

0-70 
Time 

Hypothesis Ard 


pattern of change involving similarity of self 
mother (hypothesis (b)) but also the perception 


eal mother (hypothesis (c)) it will be possible 
groups than if only pattern (b) is con- 


If one considers not only the 
with mother and perception of 
of the self in relation to the id 
to discriminate better between the 
sidered, 


Operational definition. It will be possible to increase the differentiation be- 
tween well-adjusted and ill-adjusted groups if the direction of change in 
sclfto-ideal mother distance is considered in combination with the pattern 
of change involving selfto-mother in relation to mother-ideal mother 


distance (hypotheses (b) + (c). 
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Results. 
Table 12: Adaptive patterns of change considering self-to-mother and mother-to- 


deal mother, or self-to-mother, smother-to-ideal mother and self-to-ideal mother 
distances 


Prediction (b) Prediction (b) + (c) 

Adaptive patterns Adaptive patterns 
Groups N i N % 
‘Well-adjusted (N = 11) 8 73 7 64 
Medium-adjusted (N = 21) 17 77 10 45 
Ill-adjusted (N = 18) 5 28 2 II 


This hypothesis considers the patterns of adjustment described in hypo- 
thesis Arb (involving the distance of self-to-mother, depending on whether 


mother is seen or comes to be seen as a good or a bad mother) along with the 
selfto-ideal mother distance described in hypothesis Arc. 


direction of change will be considered here for the latter. ‘ 

b + cin the table above, therefore, refers to those women who both changed 
according to one of the adaptive patterns described on page 203, but also saw 
themselves as becoming more similar to what they felt a mother ought to be 
like. This was true of 64% of all the women in the well-adjusted group as 
compared with 119%, of those in the ill-adjusted group. This discrimination is 
slightly better than when hypothesis Arb is considered alone. A significance 


test was performed, using the extreme groups. From an %2 of 565 (p<*02) 
when pattern b alone is use 


d, the %2 is equal to 8-86 (p <01) when the pattern 
b + c is considered. This hypothesis is thus confirmed. 
Using this additional measure, the number of adaptive patterns decreases 
for all groups, but partic 


ularly for the medium-adjusted group which now 
takes on the appearance of an intermediary group. 


In this case, the 
Adaptive patterns 


Hypothesis Aie 


pread in self-to-ideal mother distances on the 
grid will be greater for the ill-a 


djusted group than for the well-adjusted 
group at time 3. 


Results. As can be seen from Table 11, there is no increase in variance from 
time 1 to time 3 in the ill-adjusted group, but there is a significant differ- 
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ence between the extreme groups in the variance at time 3 (F ratio = 2°6, 
p<-05, 1 tailed). As predicted, the spread is greater for the ill-adjusted group. 
This hypothesis is thus partially supported. 


Hypothesis Arf 

The well-adjusted women, as opposed to the ill-adjusted ones, will perceive 
the increased differentiation in role between self and husband from time 1 to 
time 3 and will, therefore, perceive themselves to be more dissimilar to him 


after the birth of the child than will the ill-adjusted women. 


Operational definition. The mean self-to-husband distance on the grid will in- 
crease for the well-adjusted group and decrease for the ill-adjusted group from 
time 1 to time 3. At time 3, the mean self-to-husband distance will be larger 


for the well-adjusted group. 


Results, 
Table 13: Self-to-husband distance 


crours: Well-adjusted Medium-adjusted Ill-adjusted 
Time M ean Variance Mean Variance Mean Variance 
I = -80 +02 j -84 "04 = ie 
s . 0 ` 3 
3 Ta p ee ee 


Graph Ti: Self-to-husband distance 


Well adjusted 


0-90 j- 
= Medium adjusted 

-* 

Ill adjusted 


Mean distance 
oO 
oo 
Oo 

i 
I 
Li 
I 
Li 
l 
\ 
\ 


0:70 f- 


2 
4 Time 
confirmed for both groups although the change 


The direction of change is "Ou i ; 
however, a significant difference in the 


is not statistically significant. There is, 
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predicted direction at time 3 between the extreme groups (t = 1°84, p<:05, 
1 tailed). The results also show that there is a significant difference between the 
variances of these groups at time 3, the well-adjusted group having a larger 
spread of scores (F = 4:5, p<-or, 2 tailed). This difference also exists between 
the medium and ill-adjusted groups, the latter having the smaller variance 
(p<-o2). This hypothesis is partially supported. 


Hypothesis Arg 

The well-adjusted women will be more prepared to accept their new situation 
as mothers after the birth of the baby than will the ill-adjusted women. This 
will be reflected by their greater taking into account of the new situation. 


Operational definition. There will be 
constructs (i.e. the number 
with the ‘maternal const 
adjusted group at time 3. 


a greater use of motherhood-relevant 
of constructs having a correlation of +67 or more 
tuct’)! in the well-adjusted group than in the ill- 


Results, 


Table 14: Number of motherhood-relevant constructs 


GROUPS: Well-adjusted Medium-adjusted Ill-adjusted 


Time Mean Variance Mean Variance Mean Variance 
I 3°8 3'4 S'o 64 4:0 4:0 
2 31 rs 47 ZS 47 69 
3 34 62 39 49 $2 5°5 
Graph IV: Number of motherhood-relevant constructs 
5 Ill adjusted 


NA Medium adjusted 


Well adjusted 


Mean number of constructs 


2 3 
Time 


1 The 10% level of significance was arbitrarily chosen. 
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The results are opposite to prediction. The ill-adjusted group increased their 
use of motherhood-relevant constructs. The difference between the groups is 
significant at time 2 (p<*10, 2 tailed) and time 3 (p = 05, 2 tailed) 


Hypothesis Arh 
These different predictions (a to g) are expected to occur to an even greater 
extent if we consider the perceptions of self in relation to important others 


in the area of motherhood only. 
Operational definition. Predictions (a to g) will occur to an even greater extent 
on the partial grid. 

Results. As the following Tables, 15-18 will indicate, this hypothesis is not 
supported. 


I. Self-to-mother distance 
Table 15: Self-to-mother distance (partial grid): extreme groups 


Well-adjusted Ill-adjusted 


GROUPS: s 
t statistic 
Time Mean Mean 
i +722 -891 rI4 
"835 “929 oot. 
3 +695 +842 +157 
ee ee a a 


*p <+10 


in all three groups. The difference at time 


Self-to- i ease i 
ee e ficant and in the predicted direction. 


3 between the extreme groups is signi 


2. Pattern of change involving self-to-mother and mother-to-ideal mother distances 


Table 16: Patterns of change (partial grid) 


crours: Well-adjusted Medium-adjusted Tll-adjusted 


Pattern N N N 
10 
+F 4 7 : 


=a 7 
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The results are opposite to prediction since the well-adjusted pattern is 
more frequent in the medium- and ill-adjusted groups. 


3. Self-to-ideal mother distance and spread in scores 


Table 17: Self-to-ideal mother distance (partial grid) 


Groups: Well-adjusted Medium-adjusted  Ill-adjusted 
Time Mean Variance Mean Variance Mean Variance 
I +807 +078 “950 +176 Toso +308 
2 "846 “187 "952 +099 986-125 
3 “998 “197 “810 +076 I.0Ol +164 


pposite direction to the prediction and to 
o-ideal mother distance increases from time 1 


r justed group and decreases in the ill-adjusted and the 
medium-adjusted groups. At time 3, the dist: 


the well-adjusted group than in the ill-adj 


4. Self-to-husband distance 


Table 18: Self-to-husband distance (partial grid) 


GROUPS: Well-adjusted Medium-adjusted  Tll-adjusted 
a see nar a Oa eee 
Time 


Mean Variance Mean Variance Mean Variance 


I “783 +082 “720 “IOI “825 “184 

2 +828 +099 “701 +072 +699 “100 

3 “795 +084 +762 +123 +782, +063 
ee ee 

Although the changes are in the predicted direction, increase in mean dis- 
tance for the positive- and medium-adjusted groups, and decrease for the 
ill-adjusted one, none of these diferenc ; 
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2. Changes in sense of femininity 


Hypothesis Az 
The well-adjusted women, as opposed to the ill-adjusted ones, will develop 


a greater sense of their own femininity with the birth of the baby. There will, 
therefore, be a difference between well- and ill-adjusted groups at time 3 in 
terms of femininity (with the well-adjusted women having a greater sense 


of femininity). 


Operational definition, Mean FDCT scores will increase (more feminine scores) 
for the well-adjusted group from time 1 to time 3. At time 3, the mean 
EDCT scores will be higher for the well-adjusted group than for the ill- 


adjusted group. 


Results. 
Table 19: FDCT scores 


Groups: Well-adjusted Medium-adjusted Ill-adjusted 


Variance Mean Variance 


Time Mean Variance Mean 

y I9'I 14°5 174 122 19'4 124 
a 17" 67 19'2 pry. 201 OI 
3 ae 79 182 II$ 20°6 13'8 


Graph V: FDCT Scores 


oa I adjusted 


a=, 
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19 
=== Medium adjusted 


FDCT scores 


18 
Well adjusted 


Time 


the well-adjusted group shows a decrease in 
3, while the ill-adjusted group shows an in- 
ljusted group thus obtains more masculine 


As can be seen on the graph, 
mean score from time I to time 3, 
ctease in mean score. The well-adjuste 
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scores than the ill-adjusted group at time 2 (p<-10, 2 tailed) and time 3 


(p<-or, 2 tailed). 


3. Acceptance of pregnancy 


Hypothesis A3 


There will be more women in the well-adjusted group than in the ill-adjusted 
one who accept their pregnancy. 


Operational definition. More women in the well-adjusted than in the ill- 
adjusted group will report the woman to be pregnant on the TAT card 
presented at time 2. 

Results, 


Table 20: Percentage of women perceiving the pregnant woman 


GROUPS: Well-adjusted Medium-adjusted Ill-adjusted 
% of 
perceived 
pregnant 
woman 64 62 6 


7 
a ee ee ee 
This hypothesis is not supported. There is no difference between the 


groups in the percentage of women who perceive the woman as pregnant 
on the TAT card. 


(B) DIFFERENCES BETWEEN PREGNANT AND NON-PREGNANT GROUPS 
Hypothesis Bı 


T As a group, the pregnant women will see themselves as more similar to 
their mothers, and more like their mothers than their fathers, than will the 
non-pregnant ones, at all three times, This would give evidence for the 


beginning of the Process of identification with own mother during the first 
few months of pregnancy, or for the process which led to a decision to 
conceive. 


Operational definition. At all thre 
be smaller for the pregnant th; 
father minus self-to-mother dis 
the non-pregnant group. 


e times, the mean self-to-mother distance will 
an for the non-pregnant group, and self-to- 
tance will be larger for the pregnant than for 
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Results. 
1. Total grid 


Table 21: Self-to-mother distance 


GROUPS: Pregnant Control F 
` ; statistic 
Time Mean Variance Mean Variance AE 
I -86 +05 94 703 gar 
2 “89 +04 “89 "02 +02 
3 +86 +04 +96 +03 2o7t 


*p <10, 1 tailed tp <-02, 1 tailed 
The difference in mean self-to-mother distance between the total pregnant 
group and the control group is statistically significant at time 1 (p <-r0) 


and 3 (p<:o2). 


Table 22: Self-to-mother minus self-to-father distance 


Groups: Pregnant Control A 
r statistic 
Time Mean Variance Mean Variance 
_ 
I “09 -08 “05 -09 052 
“Ol +08 “05 12 ost 
3 +09 07 +02 -08 0'99 


23 SS 2 


The pregnant women do not see themselves as more like their mother than 


like their father as measured on the total grid. 


2. Partial grid 


Table 23: Self-to-mother distance 


GROUPS: Pregnant Control 7 
r statistic 
Time Mean Variance Mean Variance 
I -81 3 1:00 “14 22t 
2 +82 -10 1-00 ‘26 zot 
3 -78 -10 -96 “£5 xot 


Tp <02, 1 tailed 


216 Appendix 
The difference in self-to-mother distance between total pregnant and 


WE 5 m 
control groups is statistically significant at all 3 times, and larger than on th 
total grid. 


Table 24: Self-to-mother minus self-to-father distance 


GROUPS: Pregnant Control T 
statistic 
Time Mean Variance Mean Variance 
I “14 "24 —22 +22 zot 
2 +03 +20 —12 50 rl 
3 “09 "25 —19 “36 2-0* 


*p <-02, 1 tailed tp <-o1, 1 tailed 


The pregnant women sce themselves as more similar to their mother oe 
their father at all three times; the opposite is true for the control group. The 


difference is Statistically significant at time 1 (p<:or) and 3 (p <02). 


Hypothesis B2 


The changes within the non-pregnant group will be random for the group 


as a whole, and there will, therefore, be no changes over time in the different 
areas considered under Ar and A2. 


Operational definition. There will be no changes in the variables mentioned 
under Ar and A2 from time 1 to time 3 for the non-pregnant group. 


Results: 
Table 25: T statistic between variables 
at time 1 and time 3 


ee 
Variables 


Self-to-mother 


0°32 
Self-to-ideal mother I-41 
Self-to-husband 1-41 
FDCT 0-92 
Se 


None of the differences between times on the relevant variables are statisti- 
cally significant. This hypothesis is thus supported, 
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Hypothesis B3 

There will be a difference at time 3 between the non-pregnant group and the 
well-adjusted pregnant group in the different areas mentioned under A, that 
is, for the well-adjusted pregnant group, there will be a greater perceived 
similarity between self and mother, between self and ideal mother; a greater 
perceived dissimilarity between self and husband; a greater concern with 
motherhood and a greater sense of femininity than for the non-pregnant 
group. (This difference would reflect the hypothesized changes occurring in 
the well-adjusted group from time 1 to time 3.) 


Operational definition. At time 3, mean self&to-mother distance, mean self-to- 
ideal mother distance will be smaller for the well-adjusted pregnant group 
than for the non-pregnant group; self-to-husband distance will be larger for 
the well-adjusted pregnant group than for the non-pregnant group; num- 
ber of motherhood relevant constructs and mean FDCT scores will be larger 
for the well-adjusted than for the non-pregnant group. 


Results, 
Table 26: Variables at time 3 on the total grid 


Groups: Well-adjusted pregnant Control 


T 

5 statistic 
Variables Mean Variance Mean Variance 
Selfmother “75 "03 9 es, sie 
Self&mother’ : "ag" 
Self-father } w ka i 5 s 
Self-ideal mother 79 oe a re 
Selfhusband 93 ea e i S 
Number of maternal 
constructs 3°46 6:25 ee pig $9 
FDCT 169 799 18:7 i rot 


*p <10 1 tailed tp <:05, 1 tailed $p <-001, 1 tailed 


This hypothesis is confirmed for the self-to-mother distance and the self- 
to-mother minus self-to-father distance. It is not confirmed for the self-to- 
ideal mother and self-to-husband distances. The ‘femininity’ score is signifi- 
cantly different between the groups in the opposite direction to that predicted, 
the more masculine scores belonging to the well-adjusted pregnant group 
(in line with the difference between well- and ill-adjusted groups). The 
well-adjusted pregnant group does not use more ‘motherhood constructs’ 
than the control group at time 3, and the difference between pregnant groups 
is thus due to an increase in the use of such constructs by ill-adjusted women. 
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FURTHER ANALYSIS AND ADDITIONAL FINDINGS 
1. Hypotheses supported 


The main hypotheses concerning opposite changes between well- and 
ill-adjusted groups, differentiated ona multiple criteria measure, in the percep- 
tion of the self in relation to own mother and to husband, and in the satis- 
faction with self as a mother (in terms of identification with ‘good mother 
image and in terms of similarity to the ‘ideal mother’) were confirmed in 
terms of the direction of changes and the significant differences at time 3 
between these two groups. The predicted changes within these groups from 
time 1 to time 3 were not statistically significant, The small number of women 


Table 27: Mean grid measures, F ratio and T statistic between well- and ill- 
adjusted women on the perception of baby criterion only 


GROUPS: Well-adjusted Ill-adjusted 


aoe rT 
Variabl i $ 
( distances) Mean Variance Mean Variance 
Selfmother 
Time 1 083 004 089 0-05 1-21 0°80 
Time 2 0°89 0-04 0'90 0'04 1-16 0'19 
Time 3 083 0-03 0-90 0:06 rost 1:05 
Self-ideal 
mother 
Time I 083 0:03 0-94 0:07 226f  174* 
Time 2 084 0o04 0-97 0:08 232k 1-96 
Time 3 O85 0°03 0-92 0-07 2:385 1-21 
Self- 
husband 
Time r 082 002 082 0:03 1-49 0:00 
Time 2 084 oos 083 004 1:36 o'I4 
Time 3 0:86 oos 083 0-02 2-33t 048 
FDCT 
Time s 18:33 13-7 18-9 12-48 rIo 0°50 
Time 2 18-9 OL 19°9 125 1:37 105 
Time 3 18-2 102 19-9 18-4 r81* 147 
“p<to tess foso: pan 


(z tailed for predicted hypotheses, otherwise 2 tailed) 
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i N = 11 and N = 18) is 
i h , and particularly the extreme ones ( 18) 
fe cle ph nee factor. The fact that mean scores are similar 
between extreme groups at time I and very different at ee 3 appo 
the hypothesized notion of process. The intermediary position q e eee id 
adjusted group at time 3 gives additional support to the results an 
tripartite grouping. 


Individual criteria 


The three criteria are different in nature and in hit oe ene 
based on questionnaires, one on a doctor’s notes. T! : pate mye) 
nancy, the birth and the baby’s health after hei re Jp nae E 
refers mainly to the third month postpartum ck 2 ERA ‘elds a 
compares pre- and postpartum. Taken separately, each c y. 


Table 28: Mean grid measures, F ratio and T statistic between well- and ill- 


adjusted women on the depression criterion only 
ee ah ie ee 


j -adjusted 
crours: Well-adjusted Ill-adjuste : 5 
oe Mean Variance Mean Variance 

(distances) 

Selfmoth =e 
Time a ogo 0'04 0778 an st 
Time 2 0-90 0:04 0°86 ae be u 
Time 3 0o85 0'04 0'87 0°03 

Self-ideal 
moth P 
Time 1 0:86 0°05 0°86 eas ae sas 
= Oe ot. on 06 ryt ort 
Time 3 0°83 0-03 0°95 o 

Self-husb : 
Time; a ee ee ne 200% 1:64T 
Time 3 0-88 0-04 079 o 

FDCT À ; 7 
—— 2 ee oe 
Time 2 18-8 I0'I 199 a 1-25 rar 
Time 3 18:3 140 19°6 


i ise 2 tailed) 
“P< 10 ‘tp < -o5 (x tailed for predicted hypotheses, otherwise 2 taile ) 
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different proportion of adjusted women. The largest proportion of ill- 
adjusted occurs for the doctor’s criterion (52%) as opposed to 34% for each 
of the other two criteria. These differences justify a separate analysis. Since 
the medium-adjustment group was a result of combining criteria, we will 
here, of course, have only two groups with each criterion. 


Table 29: Mean grid measures, F ratio and T statistic between well- and ill- 
adjusted women on the doctor’s sheet criterion only 


GROUPS: Well-adjusted Ill-adjusted 
F T 
Variables 5 
(distances) Mean Variance Mean Variance 
Self-mother 
Time 3 083 0:04 0°88 0:05 1-08 074 
Time 2 0'88 0-05 0-89 0:03 ISI O-l7 
Time 3 0-81 0°04 O91 0°04 I-or v94t 
Self-ideal 
mother 
Time y 0'84 0'04 0:88 0'06 1:49 0°70 
Time 2 0°89 oos 0'87 0'06 1-06 0'22 
Time 3 0'84 002 0'90 0:06 3°31l] 096 
Sel€husband 
ie 1 ogr 0-04 0°83 0-02 r93% 052 
Time 2 084 0-05 0°83 0-04. 1-23 0:06 
ime 3 0°87 0-05 0:83 0'02 2s9§ 072 
FDCT 
one I 18-0 14-4 19°9 120 1:20 0:90 
Ee 2 18-7 II4 19°6 92 1'24 100 
ime 3 17:9 12°6 I9°5 13-0 1-03 1°56 


x 
PS Io tp<'os §p<or |l 
: o IP < ‘oor 
(1 tailed for the predicted hypotheses, otherwise 2 tailed) 


Self-to-mother distance 


Change in mean self-to-mother distance is in the predicted direction for all 
three criteria, i.e. an increase for the negative scoring group and a decrease 
for the positive scoring group. At time 3, all the diferenc are in the pre- 
dicted direction, but the doctor’s criterion only differentiates significantly 
at the 5% level. pider 
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Self-to-ideal mother distance 


The difference in direction of change between negative and positive scoring 
groups is as predicted for the depression and for the doctor’s criteria. At time 
3, the difference, in the predicted direction for all three criteria, is significant 
for the depression criterion only. 


Self-to-ideal mother spread in scores 


At time 3, the negative group has a significantly larger variance within each 
of the criteria. 


Self-to-husband distance 


Differential direction of change between positive and negative scoring groups 
is in the predicted direction for the depression and for the doctor’s criteria. 
At time 3, the difference in means is in the predicted direction for all three 
criteria and reaches statistical significance for the depression score. 


FDCT 


At time 3, the mean score for the positive group within each of the criteria 
is lower than that of the negative group. None of these differences reaches 
Statistical significance. 

Each of the criteria discriminates groups at time 3 in the same direction, 
but the differences are larger when the criteria are combined, thus confirming 
the usefulness of the multiple criteria and the tripartite distinction employed. 

As hypothesized, similar psychological processes can relate to different 
types of disturbances, be they somatic or experiential. 


DEPRESSION SCORE + BABY SCORE 


A further analysis was performed combining the two more obviously 
psychological measures (Baby score and Depression score). The well- 
adjusted group now includes 24 women (++ group); the ill-adjusted group 
8 women (— — group); and the mixed group 18 women (+ — group). 

Distances self-to-mother, self-to-ideal mother and self-to-husband change 
in the predicted directions from time 1 to time 3 for the extreme groups. At 
time 3, the differences are in the predicted direction but only reach statistical 
significance for the self-to-ideal mother distance (p<-o1) when the variance 
is also smaller for the well-adjusted group ( (p<:os). As with the three criteria 
combined, the FDCT means are opposite to prediction but the difference 
does not reach statistical significance. 
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Table 30: Mean grid measures, F ratio and T statistic between extreme groups 
(depression and baby criteria combined) 


crours: Well-adjusted Ill-adjusted 
F T 
Variabl P 
( Fale Mean Variance Mean Variance 
Self-mother 
Time I 0:87 0-04 0:78 0'04 1:06 1:06 
Time 2 088 0'04 087 0:03 I'53 Os 
Time 3 ogr 003 85 0'03 Ils 0-48 
Self-ideal 
mother 
Time I 0'84 0:04, 093 o-lo 2:26* 0:96 
Time 2 O85 0'04 1:04 12 3°09 1-g1* 
Time 3 0°83 0°03 1-06 0-08 2'40} 2°58§ 
Self-husband j } j 
Time 1 0'84 0'02 0-76 oor 
i 2°51 134 
Time 2: 0°86 0-04 0:79 0'04 Ilo 0'94 
Time 3 0'89 O05 o-8r O'OI 3:90F 103 
FDCT 
Time 1 179 12-7 18-7 11-6 rog  œs5$ 
basi 2 1874 76 19°7 9'9 r31 reir 
ime 3 17°5 8-1 19°4 8:5 1-06 1:60 


*p < +10 tp < 05 Sp < -or (1 tailed where predicted) 

The mixed group is similar to the 
mother distance and different fro: 
It is similar to the negative grou 
variables and the FDCT, and si 


positive group for the self-to-ideal 
m the ill-adjusted group at time 3 (p = ʻ01). 
p on the self-to-mother and self-to-husband 
i gnificantly different from the positive group 
at ae 3 on self-to-mother, self-to-husband and FDCT measures. 
E e pies =< show that all three criteria contributed to confirming, 
minis oe ‘el EF combination proved more discriminative than any one 
em considered separately, Even the combination of the two self-report 
measures was not as useful as 


the tripartite classification using all criteria; 
3 z k g all criteria; 
only the selfto-ideal mother difference became larger this way. 
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Table 31: Mean grid measures, F ratio and T statistic between well-adjusted and 
mixed group (depression and baby criteria combined) 


crours: Well-adjusted Mixed group 
F T 
Variables r A 
(distances) Mean Variance Mean Variance 
Self-mother 
Time 1 0:87 0'04 0'88 0°06 1-62 0°20 
Time 2 0-88 0:04. 0-90 O05 r17 0°38 
Time 3 oS 0°03 0-92 0:06 202* = -1-59* 
Self-ideal 
mother 
Time 1 084 0°04 0°86 0'03 Ilo 0°29 
Time 2 085 0°04 0°86 0-04 1:02 004, 
Time 3 0°83 0°03 085 0°03 r29 036 
Self-husband 
Time 1 084 0-02 0°83 0'04 1:84 Or 
Time 2 0:86 0°04 o8r 0°05 1:23 0°85 
Time 3 0°89 O99) 0'80 0'03 1°56 1°48 
FDCT 
Time 1 179 127 19'2 148 1-17 I-05 
Time 2 18-4 756 20'0 13°6 1-80 155 
Time 3 175 8-09 20°2 19'0 aist aast 
*p < +10 tp < -o5 tp < 02 (I tailed where predicted) 
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Table 32: Mean grid measures, F ratio and T statistic between mixed and ill- 
adjusted groups (combining depression and baby criteria) 


crours: Mixed Il-adjusted 
F y 
Variables Mean Variance Mean Variance 
(distances) 
Self-mother 
Time 1 0'88 0'06 078 004 1°53 0'98 
Time 2 0'90 0-05 0°87 0°03 1:80 0°42 
Time 3 0'92 0'06 O85 0:03 1-76 0°70 
Self-ideal 
mother 
Time I 0°86 0-04 0°93 oro 248% 073 
Time 2 0°86 0-04 04 O12 saot 173* 
Time 3 085 0:03 1-06 0-08 soy 233t 
Self-husband 
Time 24 0°83 O04 0-76 O'OI 4637 093 
Time 2 ogr 0-05 0°79 0°04 1°35 0°23 
Time 3 0:80 0:03 ogr O'OI 2°50 ol4 
FDCT 
Time I 192 14°8 18-7 116 128 0:26 
Time 2 20'0 13°6 19:7 9'9 1:37 0'17 
Time 3 202 190 194 8'5 2'22 0°50 
tpa {ps0 


p < -02 (1 tailed where predicted) 
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2. Results opposite to prediction and hypotheses not 
confirmed 


(A) TAT CARD 7 


Perception of the pregnant woman on card 7 of the TAT card was not predic- 
tive of adjustment, as measured by the three criteria. 

Davids and DeVault (1962) report that a greater proportion of women in 
their normal group as compared with their abnormal group perceived the 
woman as pregnant on this card. Davids’ and DeVault’s abnormal group, 
however, comprised only ‘abnormal delivery-room records’ (including such 
things as baby’s subluxation of hip). I therefore attempted to use a similar 
criterion to split my sample into two groups: one composed of women who 
scored more than 1 (mild or severe symptoms) on either the doctor’s scale 
relating to labour or delivery, or on the one relating to the health of the baby; 
the other composed of women who were well-adjusted on these two scales. 

This new distinction was not more effective: 65% of the 23 women in the 
newly defined abnormal group and 62% of the 27 women in the newly 
defined normal group perceived the woman as pregnant on the TAT card. 
There was, however, a relationship between seeing the woman as pregnant 
on the TAT card and short labour time (r = -24), light weight of baby at 
birth (r = -26) and low Apgar Rating? (r = +26)? A 

A possible explanation for these findings could be given in terms of 
anxiety, with the more anxious women during pregnancy being less likely 
to perceive the pregnant woman. McDonald, Gynther and Christakos (1963) 
found a positive correlation between anxiety scores (IPAT Anxiety scale) 
and labour times, and Davids’ and DeVault’s normal group obtained signi- 
ficantly lower mean anxiety scores during pregnancy (MAS scale). McDonald 
et al. also found a positive relationship between anxiety and birth weight 
(p<-o1). The inverse relationship with Apgar Rating is difficult to explain. 
In any case, these figures should be taken with caution as a large number of 
correlations were performed, thus increasing the chances of type B error. 

One can also argue that acceptance of the pregnancy should entail a re- 
appraisal of roles within the family and, in particular, a modified perception 
of the husband in his new role of father. The new similarity in roles should 
appear on the grid as a decrease in husband-to-father distance. This is indeed 
the case (sce Tables 33 and 34 and Graph VI). On both total and partial grids 


1 Apgar Rating: numerical expression of the condition of a newborn infant so 
seconds after birth; it is the sum of points gained on assessment after birth of 
the heart rate, respiratory effort, muscle tone, reflex irritability and colour. 
The higher the rating, the healthier the baby. 

8 niles of -24 and -26 are significant at the 10% level (2 tailed) with 

= 50. 
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Table 33: Husband-to-father distances on the total grid 


Groups: Perceivers 


Non-perceivers 


T statistic 


Time Mean Variance Mean Variance 
I ‘97 *03 1-06 04 1:8* 
ž +92 “05 Tell 04 zot 
3 “90 ‘03 rI4 06 3-95 


*p< io otp<-or §p< -oor 


Graph VI: Husband-father distance: 


1:20 


a 
ae 
Oo 


1:00 


Mean distance 


30 


Table 34: Husband- 


GROUPS: Perceivers 


a 


2 


Time 


to-father distances on the partial grid 


Non-perceivers 


n aa Non Perceivers 


Perceivers 


i oa bs T statistic 
Time Mean Variance Mean Variance 
z oae 0-88 ror 0-24 1:22 
: a o OII I-20 O17 3°75§ 
77 Io 1-08 O17 2-92 


p< -o1 Sp < -oo1 
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there is an opposite trend, husband-to-father distance decreasing for per- 
ceivers and increasing for non-perceivers, leading to a very significant 


difference at times 2 and 3. 

One could also expect the women who accept pregnancy to differentiate 
more between male and female roles than the other women. If this is so, 
there should be a greater husband-to-ideal mother distance on the grid for 
the former. This is indeed the case for the partial grid at times 1 and 3, and the 


total grid at all three times. 


Table 35: Hushand-to-ideal mother distance on the partial grid 


Groups: Perceivers Non-perceivers 
T statistic 
Time Mean Mean 
I 1:00 075 2-695 
a 092 078 1-26 
3 riz 079 282} 


i eee ee ee a 
p< -o1 


Table 36: Husband-to-ideal mother distance on the total grid 


Be et a SS re 


Non-perceivers 


Groups: Perceivers 
— T statistic 
Time Mean Mean 
I 0°93 0°85 1-60T 
0°95 0°83 vior 
3 0'97 0°86 1:57 
Tea ee E 
*p< io łp< -05 


t to the idea that the defence mechanism of 


denial is present in the non-perception of the pregnancy on the TAT card 
since it is linked to another situation where denial seems to be taking place, 
that of the non-perception of the newly acquired similarity in roles between 


father and husband. 


These findings give suppor! 


, 
(B) NUMBER OF ‘MATERNAL CONSTRUCTS 
sted group increased the number of 


Opposite to prediction, the ill-adju e pum 
from the first to the last interview. At 


motherhood constructs used (p<*10) 
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time 3, they gave more such constructs than did the well-adjusted group 
(p<:05). A separate analysis for cach criterion measure revealed that the 
difference was due to the depression criterion. 


Table 37: Number of maternal constructs used by depressed and non-depressed 
women 


Groups: Non-depressed Depressed 
F ratio T statistic 
Time Mean Variance Mean Variance 
I 4:09 4:96 5°00 4:87 1-02 1°37 
2 3°82 5:90 5'29 5:72 1:03 2:04* 
3 3°61 462 5°59 5°63 1-22 2-08t 


*p < 05 Tp < or 


(c) DRAWING COMPLETION TEST 


In an effort to understand the si 
Completion Test (more ‘masc 
time 2 and, especially, 
ately. There are 23 sc 
responses. Six of the 
to formal properties 


‘houses, furniture’, etc.) are closely 
red to be a sub-category of passive 
ese two categories combined between 
gnificant at time 3 (p<-r0). 

Table 38: Mean score in ‘passive containers? + 

‘houses’ categories on the FDCT 


GROUPS: Well-adjusted Ill-adjusted 
Time Mean Mean 
1:27 2 
272 
2 1-69 4:12 
3 r17 415 
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3- Additional results 
(C) SEX OF THE BABY 


There were 25 male babies and 26 female ones. The proportion differs within 
groups. In the well-adjusted group there were twice as many boys as there 
Were girls; this proportion is exactly reversed in the ill-adjusted group. A 
22 significance test reveals a difference (42= 3-2, p<*10). The proportion 
is about equal for the medium-adjusted group. 


Table 39: Number of boys and girls to each group 


a a ee ree 


croups: Well-adjusted Medium-adjusted Ill-adjusted 


Sex 
Girls 4 10 12 
Boys 8 II 6 


Since the delivery score is irrelevant when considering the psychological 
implications of the sex of the child, it is important to look at the two other 
criteria. There is no difference in terms of the Baby Score: 15 out of 32 women 
who scored positive on this criterion had boys; 9 out of 19 who scored nega- 
tive had boys. There is, on the other hand, a significant difference between 
non-depressed and depressed women. 61% of the non-depressed women had 
boys as opposed to 17% of the depressed ones (42 = 8-82, p = +005). 


Table 40: Number of boys and girls to depressed 
and non-depressed women 


Groups: Non-depressed Depressed 
Sex 
Girls 13 14 
Boys 21 3 


The probability of obtaining such a difference through chance alone is 


es: o, 
s than 1%. 


BREAST-FEEDING 


In their study, the Newsons (1963) report that 54% of mothers were still 
Teast-feeding at one month as reported to the Health Visitor, 395% 
aS reported to the University Visitor. In this sample, 461 A were still 
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Table 41: Distribution of breast-feeders and non-breast-feeders 


BREAST- Never <2weeks >2weeks > 1month At the 
FEEDING: < 1month < 2 months time of 
the last 
interview 
Number IL 13 6 Io 12 
Percentage 21 56 23 


breast-feeding at one month; distortion is likely to be less than in the 
Newsons’ study which relied on retrospective interviews when the child 
was one year old. 

Breast-feeding was related in my sample to expressed desire to do so during 
pregnancy. None of the 6 women who firmly said that they did not want to 
breast-feed attempted to do so. All the 31 women who firmly expressed the 
desire to breast-feed did so, 24 of them for one month or more. Of the 15 
women who expressed ambivalence or who expressed opposite views at inter- 
views 1 and 2, or who felt that they ought to or that their husbands would 


like them to, 11 attempted breast-feeding, but only 4 breast-fed for one 
month or longer. 


Breast-feeding and adjustment 


Table 42: Percentage of women breast-feeding at different times within adjustment 
groups 


croues: IIl-adjusted Medium-adjusted Well-adjusted 


Breast-feeding % % % 
Never 1 

< 2 weeks ss A sd 
> 2 weeks j: 
<2 pe 39 28 25 
At time of 

interview 3 II 24 33 


As the above figures show. 


: $ » breast-feeders do not differ from non-breast- 
feeders in terms of adjustme: 


nt. There are, however, more women breast- 
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feeding at the time of the last interview in the well-adjusted group than in 
the ill-adjusted group, with the medium-adjusted group falling in the inter- 
mediate position. 

Looking at the criteria separately, there was equally no difference between 
breast-feeders and non-breast-feeders. The increased likeliness for the well- 
adjusted women to be breast-feeding at the time of the last interview relates 
to the depression and baby criteria. The women who were still breast-feeding 
then tended to have a more positive view of their baby and to be less de- 
pressed. This probably reflects an interaction rather than a causal relationship. 


Breast-feeding and grid measures 


It seemed likely that there would be a difference between women who never 
attempted breast-feeding, women who breast-fed for less than two months 
and women who were still breast-feeding at the time of the last interview. 
I thought that these latter women would see themselves at time 3 as (a) more 
like their mothers (feeding role) and (b) more like their fathers (active part- 
ner) than either of the other groups.t They would also see themselves as 
(c) more like the ideal mother at time 3 than the group of ‘unsuccessful 
feeders’ (that is, who breast-feed for less than two months)? but not than the 
non-feeders (who probably do not see it as a necessary attribute of being 
a good mother). The group of unsuccessful feeders, would have (d) a larger 
spread in self-ideal mother scores than the successful feeders at time 3, as 
some women would be expressing their dissatisfaction with themselves, 
while others would be attempting to regain their self-esteem. 


(a) Although the successful feeders do see themselves as more like their 
mothers at time 3, the differences are not statistically significant. 

(b) The successful feeders see themselves as more like their fathers than do 
either of the other two groups. The difference between the mean self-to- 
father distance for the successful feeders and the non-successful feeders is 
Statistically significant (p <05, I tailed). 


1 Breast-feeding can be seen as combining feminine and masculine elements. In 
his article on maternal love, Lomas (1962) describes the woman who ‘is able 
to combine the feminine quality of receptivity, which enables her to “hold” 
the baby, with functions which can easily symbolize masculine activity = for 
example, breast-feeding sometimes has the unconscious meaning of a phallic 
activity’, 

2 Unsuccessful’ is used as a short-hand term, since this group includes women 
who breast-fed for a number of weeks. Women were often imprecise as to 
the length of time they had breast-fed (social desirability probably biasing 
their answers) and it seemed more legitimate to group Per ae tose porien 
who were not breast-feeding at the time of the last interview than to choose 
a different cut-off point. 
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Table 43: Mean grid measures at time 3 in groups distinguished in terms of breast- 
feeding 


Successful Breast-fed Never 
breast-feeders for 2 months breast-fed 
(N = 11) (N = 28) (N = 11) 


DISTANCE: M V M V M V 


Selfmother “Sr +02 87 "05 “86 +04 
Self-father 87 +04 "99 "04 -89 +06 
Self-ideal mother -83 +02 +92 +06 +82 +03 


(c) The successful feeders do sce themselves as more like the ideal mother at 
time 3 than do the non-successful feeders, though not significantly so. 
It is worth noting that the mean score decreases for successful feeders 
from time 1 to time 3, whereas it increases for unsuccessful feeders during 
this time. 

(d) The unsuccessful feeders obtain a larger spread in scores at time 3 for the 


self-to-ideal mother distance than do the successful feeders (F = 3°63 
p<°01, 1 tailed), 


A comparison was made of FDCT measures between breast-feeders and 
non-breast-feeders. The direction of difference was not predicted as there are 
arguments in favour of both more feminine (mothering element) and more 
masculine (intrusive mode) scores for the breast-feeders. Results show that 
there is no difference in means but a difference in variance, giving an F ratio 
of 2°77 (p<*10, 2 tailed), the larger variance being for the group of women 
who were still breast-feeding. Thus, it seems possible that both components 
are present. As shown previously, FDCT scores may have to be interpreted 
differently. If this new interpretation is correct, the larger spread in scores for 


breast-feeders may be reflecting an ‘activity’ component and a ‘cultural 
femininity’ component. 


STRUCTURE OF THE CONSTRUCT SYSTEM 


There is some evidence that the complexity of the construct system is related 
to neuroticism, psychiatric patients using a simpler construct system to dis- 
criminate significant people (Ryle and Breen 1972). The idea was, therefore, 
explored that cognitive complexity would be greater in the well-adjusted 
group at time 3 than in the ill-adjusted group as measured by theimportance 
of the first component, and that there would be, at time 2, a peak (simpler 


system) for the group as a whole, due to the increased anxiety experience 
during pregnancy. 
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Table 44: Percentage of the variance accounted for by the first component 


crours: Well-adjusted Ill-adjusted Total group 
: = T DES 
Time % variance % variance % variance 
I 484 48-9 o'I2 50:0 
477 52°7 r19 Sr4 
3 ATI 53°8 1:63* s05 
*p < +10 


Results are as expected, with a significant difference at time 3. It should be 
noted that there is a decrease from time 1 to time 2 in the well-adjusted group, 
the opposite occurring in the ill-adjusted group. Although this is not statistic- 
ally significant, there is a peak at time 2 for the pregnant group taken as a 
whole. 

This finding concerning adjustment gr 
concerning an increased use of ‘motherh 
group. These women are, in a sense, ‘{mprisone 
world and stuck with the experience. 


oups is probably related to the one 
ood’ constructs in the ill-adjusted 
d’ in a narrow view of the 


OTHER FACTORS 


A number of women mentioned the death ofa relative, and I wondered if this 


additional stress might be a factor in difficulties to adjust. 


Table 45: Effect of death of a parent, planning of pregnancy, and marital status on 
adjustment groups 


Well-adjusted Medium-adjusted  Ill-adjusted 


crours: (N = 11) (N = 21) (N = 13) 


N 


N N 


Death of a i 
x parent during 
childhood and up to x year 


before interview T $ í 

Death of a parent during 

Interviewing time and up 

to I year before 4 a ` 

Planned pregnancy ó "3 F 
5 4 


rs) 


Single status at conception 


234 Appendix 


The death of a relative during pregnancy or up to a year before was not 
predictive of outcome. In fact, none of the women who experienced this kind 
of loss belonged to the ill-adjusted group. 

Eleven of the 39 women belonging to the less-adjusted groups had only 
one parent living a year before the first interview as opposed to 1 of the well- 
adjusted women. These numbers are, however, too small to lead to any 
conclusions. 

Planning of pregnancy (discussed at the first interview) did not seem to 
affect the outcome, although social desirability and interpretation of the terms 
‘planned, unplanned’ probably yield misleading figures. 54% of the women 
in the well-adjusted group as opposed to 67% in the ill-adjusted group said 
that their pregnancy had been planned. The slightly larger proportion for 
the latter group should not surprise, as it is the more secure woman who can 
admit the ambivalence about having a child. Two women in the well-adjusted 


group and 4 women in the ill-adjusted group became pregnant before getting 
married. 


Glossar y 


om the following books. 


Definitions for some words have been taken fr 
luded. Bracketed num- 


In some cases only part of the definition has been inc! 
bers after definitions indicate sources. 


of Psychoanalysis, Nelson, 1968. 


H 


- C. Rycroft, A Critical Dictionary 
2. S. Kitzinger, Giving Birth, Sphere Books, 1971- 


3. H. Morten, The Nurses’s Dictionary (revised by P. J. Cunningham), 
Faber and Faber, 1962. 
4. Dictionary of Pregnancy, Childbirth and Contraception, Mayflower Books, 1971. 


Abortion: This is the general term for the ending of a pregnancy after 
implantation and before the end of the twenty-cighth week. (4) 


Albumen: Protein which appears in the urine. It can be a sign of pre- 


eclampsia. (2) 
Amenorrhea: Abnormal absence of menstruation. 
Amniotic fluid: The liquid in which the baby is floatin 
Waters inside the uterus. (2) 
emia: A deficiency of haemoglobin 
© a deficiency in the number of red corp 
Apgar rating: Numerical expression of 
ant $0 seconds after birth; it is the sum © 


itth of the heart rate, respiratory effort, mus 


colour. The higher the rating, the healthier the baby. 
all those parts of the nervous system 


d glands. Although it is not under 
ed to the central nervous system, 
breech (or buttocks of the baby) 
Ivis, instead of the normal head 


g in the bag of 


in the blood. There may or may not 
uscles. (3) 

the condition of the newborn in- 
f points gained on assessment after 
de tone, reflex irritability and 


A b 

wae nervous system: Includes 

ie ch innervate plain muscular tissue an 

in control of the will it is closely correlat 

ig ech Presentation: This means that the 
Presenting’, that is, coming first, in the pe 

Presentation, (4) 

Caesarean section (Caesarean, Caesarean operation, Caesarean birth): 
1s important and safe operation is employed whenever vaginal delivery 


Would be hazardous for either the mother or the baby. . . . Caesarean section 
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is usually performed under a general anaesthetic but may be under an epi- 
dural anaesthetic. An incision is made in the abdominal wall below the um- 
bilicus or tummy button. (4) 


Caudal: One kind of epidural anaesthesia. (2) 
Cervix: The neck of the uterus which dilates during labour. 


Clitoris: The female organ which lies about an inch in front of the opening 
of the urethra, where the labia minora join and enclose it. It has a very 
sensitive tip, continuous with its shaft or body, which is of variable size and 
fades away into the surrounding tissues. During sexual stimulation it becomes 
distended with blood and increases in size as does the male penis. It is the 
focal point of a woman’s feelings of sexual pleasure. (4) 


Colostrum: The pre-milk fluid secreted in the breasts during pregnancy. 
This is the first food the baby gets from the mother after birth. It contains 
antibodies which are part of his defence system against infection. The true 
milk does not come into the breasts until about the third day. (4) 
Congenital: Existing at birth. (3) 


Defence: ‘A general designation for all the techniques which the ego makes 
use of in conflicts which may lead to neurosis’ — Freud (1922). The function 
of defence is to protect the ego, and defences may be instigated by (a) anxiety 
due to increases in instinctual tension; (b) anxiety due to a bad conscience 
(super-ego threats); or (c) realistic dangers. (1) 

Denial: Defence mechanism by which either (a) some painful experience is 
denied; or (b) some impulse or aspect of the self is denied. (1) 


Dynamic: Psychoanalysis is a dynamic psychology since its concepts of 
process, instinct, and development imply movement; in contrast to static 
psychologies such as faculty psychology which merely enumerate and define 
attributes of the mind. (1) 

Dysmenorrhea: Difficult or painful menstruation. 


Ego: A structural and topographical concept referring to the organized parts 
of the psychic apparatus, in contrast to the unorganized id. ‘, . . The ego 1$ 
that part of the id which has been modified by the direct influence of the 
external world. The ego represents what may be called reason and common 
sense, in contrast to the id, which contains the passions . . .’ — Freud (1923). 
For analysts who do not subscribe to the notion ofan undifferentiated id out 
of which the ego develops, the ego is either (a) the whole psyche: “The pristine 
personality of the child consists of a unitary dynamic ego’ — Fairbairn (1952); 
(b) that part of the personality which relates to objects and/or is formed by 
introjection of objects; or (c) that part of the personality which is experienced 
as being oneself, which one recognizes as T. 

Ego and self are often confused; they probably belong to different frames 
of references, the ego belonging to an objective frame of reference which 
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views the personality as a structure and self belonging to a phenomenological 
frame of reference which view personality as experiences. (1) 

Embryo: The developing baby from two weeks after fertilization to the 
twelfth week of pregnancy when formation of all the organs is completed. 
It is then called a foetus. 

Endocrine: The term used in describing the ductless glands giving rise to an 
internal secretion. Some of the internal secretion organs have both an inter- 
nal and an external secretion, and so may have ducts. (3) 

Epidural: An injection in the spine which causes loss of sensation from the 
waist down. The amount of movement lost varies with the anaesthetic used. 
Uterine action is slowed for the first ten minutes, but in a difficult labour the 
uterus then relaxes better between contractions, thus improving its blood 
supply. The mother does not want to bear down and the bladder must be 
emptied by catheter. Forceps are necessary for delivery. (2) 

Episiotomy: A cut in the perineum to facilitate delivery. (2) 

Fallopian tubes: The tubes branching out from either side of the uterus in 
which fertilization takes place. (2) 

Foetal distress: Means there is evidence that the foetus may not be getting 
enough oxygen through the placenta for its continued safety. 

Foetus: The baby in the uterus from the third month until delivery. (2) 
Forceps delivery: This is now a safe and valuable technique for assisting 
delivery of the baby. Forceps are in two pieces which fit neatly together as 
they are applied, and are rather like scissor-type salad servers. The spoon- 
shaped ends slip casily into the pelvis and gently but securely grip the baby’s 
head. The commonest reason for their use is to add a little extra pull when 
the mother’s pushing ability and strength of the womb contractions are not 


enough to deliver the baby . . - ; i 
Forceps can be used to deliver the baby quickly if foetal distress develops, to 


Protect the head of a small premature baby or to shorten the second stage of 

labour when the mother is not well. (4) 

Haemorrhage: A flow of blood. (3) 

Hormone: A substance produced in one organ, which excites functional 

activity in another organ. (3) 

Hyperemisis: Persistent vomiting in pregnancy- (2) 

Hypertension: Raised blood pressure. A few women have hypertension 
efore pregnancy and then need special care in pregnancy, but more often it 

arises late in pregnancy. (4) 

Hypotension: Low blood pressure. (3) 

Identification: The process by which a person either (a) extends his identity 
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into someone else, (b) borrows his identity from someone else, or (c) fuses 
or confuses his identity with someone else. (1) 


Induction of labour: Starting labour artificially instead of waiting for the 
natural onset. Usually this is done in the interests of the baby, when it is 
considered less safe for him to stay longer in the womb. In most cases this is 
because there is reason to believe that the function of the placenta in supplying 
nourishment and oxygen to the baby is declining towards a dangerously low 
level. Sometimes the reason for starting labour is that continuing pregnancy 
would present a hazard to the mother. This might apply when toxaemia of 
pregnancy is fairly severe or in some cases of antepartum haemorrhage. 
The usual method of induction is by breaking the membranes and allow- 
ing liquor (water) to escape. This alters the pressure relationships and usually 
triggers off labour. Breaking the membranes is quite painless but in order 
to reach them the cervix may need to be stretched. This may be quite un- 
comfortable or painful . . . As a rule, provided the patient relaxes well, no 


drugs are necessary. Often a pain-relieving injection is given beforehand and 
very rarely a general anaesthetic is necessary. (4) 


Inertia: Insufficient uterine activity. Primary inertia means weak con- 
tractions from the beginning of labour. Secondary inertia means a weaken- 


ing or complete cessation of uterine contractions before the baby is 
delivered. (2) 


Introjection: The process by which the functions of an external object are 
taken over by its mental representation, by which the relationship with and 
object ‘out there’ is replaced by one with an imagined object ‘inside’ . . - 
The super-ego is formed by introjection of parental figures and it may be 
analysed into a number of component introjects (the GOOD (BAD) INTERNAL 
FATHER (MOTHER)). Introjection is both a defence and a normal develop- 
mental process; a defence because it diminishes separation anxiety, a develop- 
mental process because it renders the subject increasingly autonomous. (1) 


Jaundice: About a third of new-born babies go a bit yellow between the 
second and fifth days of life. This is even more likely if they are premature. 
It iscalled ‘physiological jaundice’ and there is no cause for concern. Sometimes, 
however, babies are jaundiced (and this usually happens a few minutes after 
delivery) signalling that something is wrong, and this may be associated with 
rhesus incompatibility. (2) 
Labour, normal: The uterine contractions of late pregnancy are not 
really different from those of labour.“Some women find the one merging 
imperceptibly with the other, while“ for others there is a fairly abrupt 
change... 

During the first stage the uterus contracts and relaxes rhythmically for an 
average of twelve to twenty hours until the cervix is fully open. . . 

The second stage — the part where (the woman) pushes down with contrac- 
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tions and delivers the baby — lasts fifteen minutes to two hours with a first 
baby but often only a few minutes to half'an hour with a later baby. 
The third stage is the delivery of the placenta. (4) 


Labour, premature: When labour starts before the completion of thirty- 


seven weeks of pregnancy. (4) 

Labour, prolonged: It is often difficult to measure the length of labour 
as the onset may be quite indefinite. What is much more important than the 
length of labour is to relate the progress in labour (as measured by dilation 
of the cervix and descent of the baby through the pelvis) to the strength and 
frequency of the contractions. If contractions are infrequent and weak it 
would be normal to make slow progress, whereas if contractions are strong 
and frequent, slow progress might indicate to the doctor that there is too tight 


a fit between the baby and the pelvis, in these circumstances a caesarean 
section might be considered. (4) 


Let down reflex: A conditioned reflex 
at the breast or his cries, or even simp 
When it occurs the breasts tingle and feel warm, 
and the milk is secreted into the ducts. (2) 

Membranes: Within the uterus the foetus i 
a double layer of clear, thin but fairly tough tissue. It is called the bag of 
waters or the bag of membranes. The membranes usually break late in 


labour but sometimes at the start or several days or weeks before. (4) 


Menarch: The onset of menstruation. 


Menopause: The cessation of the periods. 
The series of changes occurring each month in the adoles- 
enarch and the menopause. . . . The cycle is 
tuitary gland which have two effects. 
the ovary to produce further hormones 
and progesterone) which act on the 
delicately balanced conditions neces- 
urish it into forming the placenta and 


stimulated by the feeling of the baby 
ly thinking about feeding the baby. 
‘the nipples become erect, 


lies in the liquor contained by 


Menstrual cycle: 
cent or woman between the m 
controlled by hormones from the pi 
The first is to cause the egg (ovum) in 
(the female sex hormones oestrogen 
lining of the uterus to prepare the very 
sary to receive a fertilized ovum and no 


foetus, N . 

If a fertilized ovum docs not settle into the uterine lining, these special 
conditions cannot be maintained and the shedding of this lining begins 
fourteen days after ovulation, ready to allow it to be freshly prepared again 
in the next cycle. Blood is one of the readily available fluids in the body and 
it is used to wash off the lining - - - 

Apart from the effect on the uterus, these female sex hormones have effects 


on every part of the body. They keep up the general female body character- 
istics, cause the breasts to swell a little each cycle and are responsible for the 
ce in the menstrual cycle. (4) 


mood changes women experien 
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Miscarriage: This term is often used for an abortion occurring naturally. (4) 


Movements (quickening): The time when the mother first feels the baby’s 
movements. This is usually between 16 weeks and 20 wecks. (2) 


Multigravidae or Multiparae: A woman who is bearing her second or sub- 
sequent child. 


Natural childbirth: A general term referring to the movement started by 
the Englishman Grantly Dick Read some forty years ago, whereby much 
more effort is made to recognize that the pregnant or labouring woman is a 
person and to care for her accordingly. (4) 


Oedema: Fluid retained in the tissues causing puffiness. It may be a sign of 
pre-eclampsia. Sometimes it occurs in the legs simply because the mother is 
hot and tired. (2) 

Oestrogen: Hormone of the ovaries which incites menstruation. It is also 
present in the blood and urine of pregnant women. (3) 


Os: The mouth. External os: the opening of the cervix into the vagina. 
Internal os: opening of the cervix into the uterine cavity. (3) 


Ovaries: The female egg cell ‘factory’ and storage house situated at the end 
of the fallopian tubes. (2) 


Ovulation: The process of liberation of the egg (ovum) from the ovary. 
This usually occurs about two weeks before the next menstrual period, as a 
response of the ovary to stimulation by the pituitary hormones. (4) 

Parity: The number of children a woman has borne. (3) 


Perineum: The soft tissues on the outside around the vagina and anus. These 
stretch and fan out with the descent of the baby’s head, and open up with a 
warm, tingling sensation when the head is ‘on the perineum’. (2) 


Pituitary gland: This is quite small and situated at the base of the brain. 


It produces hormones which control the other glands of the body such as the 
ovaries and the thyroid. (4) 


Placenta: The after-birth. It is through the placenta that the baby is nour- 
ished and receives his oxygen from the mother’s bloodstream, and through it, 
too, he excretes waste products. The placenta has been called the ‘tree of life’ 
for the baby. It is constructed like a sponge, with blood filling the spaces. 
The mother’s blood does not actually mix with the baby’s blood, but is 
separated from it by a thin membrane. The placenta looks like a large piece 
of raw liver. (2) 

Postpartum: After labour. Postpartum haemorrhage is excessive vaginal 
bleeding occurring either immediately after the birth of the baby or within 
a few days. (2) 

Precipitate labour: Very rapid labour — under five hours in a woman having 
her first baby. There are also precipitate first and second stages. (2) 
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Pre-eclampsia: Toxaemia of pregnancy. Symptoms are: raised blood 
pressure, albumin in the urine, puffiness of the fingers, ankles and legs, and a 
sudden excessive weight gain. (2) 

Premature: An international classification consisting of any babies under 
s4 lb in weight. (2) 

Presentation: A description of the way in which the baby is lying in terms 
of the part of the baby which is down in the cervix. The most common is a 
vertex presentation. (2) 

Primigravidae (or primiparae): Means those pregnant for the first time 


(though often earlier miscarriages are ignored). (4) 
e of the corpus luteum which causes secretory 


Progesterone: The hormoni ; 
d during the menstrual cycle. 


changes in the uterine mucous in pregnancy an 
(3) 

Projective test: Psychological tests which y 
traits by inviting the subject to interpret pictures or n 
as ink-blots in the light of his imagination. (1 


Prolonged pregnancy (post-maturity): Means that the length of preg- 
nancy is known and has continued more than fourteen days (some doctors 


say ten days) past the expected delivery date. In these circumstances induction 
of labour is usual because of the possibility that the placenta may no longer 


be able to nourish the baby adequately. (4) 
Proteinuria: Protein in the urine. (3) 

Psychical reality: This refers to mental phenomena: 
fantasies, feelings. (1) 


attempt to ascertain personality 
determinate shapes such 


images, thoughts, 


aie , : 
Puerperium: The six weeks after childbirth when the mother’s body is 


returning to its pre-pregnancy state. (2) 


Repression: The process (defence mechanism) by which an unacceptable 


impulse or idea is rendered unconscious. (1) 


Second stage of labour: The time from full dilation of the cervix until 


delivery. This is the expulsive stage. (2) 
causing complete paralysis of the lower 


ng-down sensation. (2) 
birth to the baby herself, with- 


Spinal: An injection into the spine 
Part of the body. There is no beari 
Spontaneous delivery: The mother giving 
out mechanical assistance from her attendants. (2) 
Suturing: Sewing up. 
is a disorder found only in pregnancy and is 
ng three features are found by the doctor’s 
lood pressure (hypertension), protein in 


Toxaemia of pregnancy: This 
Present when two of the followi 
or midwife’s examination: a rise in b 
the urine and generalized swelling. (4) 
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Uterus: The womb. A muscular, hollow, pearshaped organ'normally situated 
in the pelvis. It consists of two parts — the cervix or neck, one inch long, 
which is the lower part, and projects into the vagina; and the corpus, or body, 
two inches long, in which the fertilized ovum is retained for 250 days in a nor- 
mal pregnancy. The uterus is enclosed within the two broad ligaments, 
and from its upper corners spring the two Fallopian tubes. (3) 

Vagina: The rather elastic organ designed to receive the penis during sexual 
intercourse so that semen is deposited in the woman. The sperms can then 
pass up through the cervix into the uterus and to the tube to fertilize the 
ovum. (4) 


Vaginismus: Spasmodic contraction of the vagina whenever the vulva or 
vagina is touched. (3) 


Vertex: The top of the baby’s head, when still inside the mother. (2) 
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